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N RELATIVELY recent press reports, 
several writers have highlighted a close 
association between cardiovascular disease 
and the strains of executive responsi- 
bility. Popular novels have been devoted to 
this theme, and promotion with increase in exec- 
utive load has been described as possibly a consid- 
erable threat to life. Few, if any, of these articles, 
however, contain objective and factual data to sub- 
stantiate their theses. Workers in outstanding med- 
ical clinics have described their findings in rela- 
tively large numbers of executive individuals, par- 
ticularly with regard to the incidence of various 
cardiovascular ailments,’ but few have buttressed 
their findings with specific cardiovascular disease 
data on nonexecutive “office” personnel of com- 
parable age and sex and working in the same or 
similar industrial environments. For that reason, the 
present study was carried out to obtain preliminary 
information as to whether there is any outstanding 
increase in the incidence of hypertensive and arteri- 
osclerotic disease in executives as compared to non- 
executive personnel. In order to keep the study as 
uniform as possible, both groups examined in- 
cluded only “white-collar” employees of a large 
company, working in the same office buildings of a 
metropolitan area. Influential factors that might 
conceivably have resulted from differences in the 


A comparison was made between 1,171 
male executives and 1,203 nonexecutives (of 
whom 563 were female), observed over pe- 
riods averaging five years, with respect to 
evidence of arteriosclerosis and hyperten- 
sion. A summary of the results for 1,083 
men in the executive group and 293 men 
over 40 years of age in the nonexecutive 
group gave the surprising result that the 
incidence of hypertension was not greater, 
and cardiovascular disease in the form of 
generalized arteriosclerosis, arteriosclerotic 
heart disease, and myocardial infarction was 
disproportionately low, in the executive 
group. The authors point out that stress is a 
relative matter and that the disruption of the 
harmonious balance between a man and his 
environment can result from either the de- 
mands of the environment or the failure of 
the man to measure up to them. Success in 
a career goes hand in hand with good 
health. The executive, as part of his training, 
learns to judge the amount of occupational 
stress he can stand and to appreciate the 
value of outside avenues of expression. 
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type of work (such as heavy manual labor), geo- 
graphical location, or climate were thereby ruled 
out as much as possible. 


Methods 


It is difficult to define an executive. Perhaps his 
greatest single general characteristic is that of pol- 
icv formation and implementation. When the em- 
ployment data on those subjects whose positions 
could be so described were collected and examined, 
it was found that three broad groupings could be 
established on the basis of job responsibilities. 
Those executives in the first group, consisting of 
members of boards of directors, corporate officers, 
and general managers, are referred to as “top exec- 
utives.” The second class, that of the middle man- 
agement levels, is composed of department heads 
and assistants to corporate officers and is called the 
“executive” class. A third grouping of “minor ex- 
ecutives” includes division heads, auditors, and 
others of lesser rank than a department head. It is 
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evaluation and for treatment. With the exception of 
those few who died or retired, all persons are still 
on a program of active medical follow-up. 

Blood pressures greater than 140/95 mm. Hg 
were considered elevated, and four major clinical 
categories of “hypertension” were considered. The 
first, labile blood pressure, was usually normal but 
could be found on occasional examinations at hy- 
pertensive levels. Persons in the second group, that 
of essential vascular hypertension, had a_ fixed 
blood pressure elevation but no evidence of vascu- 
lar abnormality (for instance, the fundal vessels 
were normal ). In contrast, those in the third group, 
that of hypertensive vascular disease, displayed 
grade 1 to grade 3 changes in the retinal vessels, 
and their urea clearance, when tested, was below 
70% of normal. The fourth and last category, that of 
hypertensive cardiovascular disease, included indi- 
viduals with vascular abnormalities in the fundi 
and objective evidence of cardiac involvement and 
three persons with “malignant hypertension.” 


TABLE 1.—Association Between Executive Work and Hypertensive Disease 


Nonexecutive 
Male 
Minor Total — 
Top Executive Executive Executive Executive All Over 40 Yr. Female 
(Av. Age, (Av. Age, (Av. Age, (Av. Age, (Av. Age, (Av. Age, (Av. Age, 
52.4 Yr.) 50.6 Yr.) 48.6 Yr.) 50.5 Yr.) 39.5 Yr.) 51.8 Yr.) 35.9 Yr.) 
AV. AV. AV. AV. Av. Av. AV. 
1 Age, Age, Age, Age, Age, Age, Age, 
no. % . Bo. fe. Boe. Yr. No. We Bo. Te. Ne. Ye: Be FF. 
Labile blood pressure........... 2 1.0 50.0 1 O38 40.0 1.3 45.0 61.0 45.0 3 OA 41.0 1 2 0.3 44.0 
Essential hypertension ......... 1 50 65 UW 50 583.9 42 7.0 48.0 67 6.1 5628 20° 45 1 2 7.5 525 21° 3.7 47.1 
Hypertensive vascular disease. . 3 16 61.0 5 1.7 68.2 17 2.8 58.2 25 2.2 65.8 1l 1.7 526 10 3.4 52.7 3 04 48.0 
Hypertensive cardiovascular 
5 25 600 6 2.0 60.0 19 3.0 59.7 30 2.8 59.9 18 20 57.4 11 3.7 59.1 4 0.6 5.0 
20 10.1 27 9.0 «14.1 183 192.1 56 44 14.9 30 5.0 
185 297 601 1,083 640 293 
Cardiovascular disease ..... 48 62 141 251 142 111 59 


* Benign. 


possible that, in addition to these specific cate- 
gories, there are certain other persons within the 
company that sometimes have occasional duties of 
policy-forming nature. Such would be few, how- 
ever, and these positions were not included in the 
survey. 

The findings in each executive class were com- 
pared with those of subjects with fewer respon- 
sibilities (such as stenographers, secretaries, clerks, 
assistant supervisors, and supervisors) in the same 
companies. This latter group was considered in 
entirety and, also, with regard to only males of an 
average age comparable in general to that of the 
executive group. 

A total of 1,171 male executives and 1,203 non- 
executives (of whom 563 were female) were 
studied for an average of five years. All were sub- 
jected periodically to a complete medical history, 
physical examination, urinalysis, complete blood 
cell count, chest x-ray, and electrocardiogram. 
Other laboratory data were obtained in accordance 
with the findings. When considered necessary, re- 
ferral was made to specialists for further diagnostic 


Patients with arteriosclerosis were readily sepa- 
rated into three major groups. The first included 
those whose history, physical examination, and 
x-rays indicated generalized arteriosclerosis with- 
out evidence of cardiac involvement. The second 
included persons with arteriosclerosis with arterio- 
sclerotic heart disease as evidenced by either 
angina or cardiac decompensation and cardiac en- 
largement or abnormal electrocardiograms. The 
third group was composed of those having general- 
ized arteriosclerosis and heart involvement with 
myocardial infarction. In each case the latter was 
documented by history, by a physical examination, 
and, in all instances, by specific changes in the 
electrocardiograms. 

In each group and subgroup, the total number of 
individuals and the percentage having the various 
diseases were calculated, along with the average 
age, and the findings collected in tabular form. The 
nonexecutive males are presented in total and also 
in a subgroup including only those over 40 years of 
age, with a mean age equal generally to that of 
the average executive. For comparative purposes, 
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the findings on nonexecutive females are also pre- 
sented. Collected data were analyzed by the chi- 
square test. 


Results 


Hypertension (table 1).—Lability of blood pres- 
sure was recorded relatively infrequently in all 
work classes, generally being noted in about 1% 
or less of individuals. Essential vascular hyperten- 


TABLE 2.—Association Between Executive Work and 
Hypertension and Arteriosclerosis (Total Groups) 


Top Minor Total 
Exee- Exee- Exee 
utive utive utive utive 
No. % No. % No. 
No. examined ... 185 601 
Hypertension ... 10.8 9.1 86 12.60 133 12.3 44 15.0 >0.05 
Arteriosclerosis. . 11.9 2 7.7 40 656 8 7.8 45 15.4 <0.01 
Myocardial 
infarction .... 43 12 40 © 890 40 3.7 16 61 <0.1 


% Square 


sion was found in 5 to 7% of the various groups, 
although it was somewhat lower in nonexecutive 
females. Hypertensive vascular disease ranged from 
a low of 1.6% in the group of top executives to a 
high of 3.4% in the group of nonexecutive males 
of comparable age. Hypertensive cardiovascular 
disease in the group of nonexecutive males had an 
incidence of 3.7%, compared with 2.5% in the group 
of executives in the top levels of management. 
Analysis of data by the chi-square test reveals a p 
value of between 0.05 and 0.1, indicating lack of 
association between the executive state and hyper- 
tensive disease (table 2). Actually, hypertension 
was almost significantly more frequent in non- 
executives. Of interest is the finding that females 
of a comparable average age to males generally 
have fewer hypertensive ailments. 
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cardial infarction also appeared slightly more fre- 
quently in the older nonexecutive males than in any 
of the three executive categories. A comparison of 
the groups with regard to total cases of arterio- 
sclerotic disease demonstrates that the group of 
nonexecutive males over 40 years of age had the 
greatest percentage of subjects with this general 
disorder. Analysis of the differences in incidence 
of arteriosclerotic disease (all types ) between exec- 
utives as a whole and the nonexecutive males of 
comparable age by the chi-square test (table 2) 
reveals a p value of less than 0.01. Its infrequency 
in executives is therefore considered to be signifi- 
cant. Evaluation of the incidence of “heart attacks” 
(myocardial infarction ) in both groups (table 2) by 
the same method revealed no relationship with the 
level of business responsibility (p value greater 
than 0.1). 


Comment 


The data in these tables are surprising, for, in 
spite of the implied relationship between executive 
responsibilities and increased cardiovascular ail- 
ments,’ our data reveal no increase in incidence of 
either hypertensive or arteriosclerotic disease in the 
executive class. Hypertension generally appeared 
somewhat more frequently in subjects at lower 
levels of business duties. In considering arterio- 
sclerotic disease as a whole, its occurrence among 
executives was significantly less than in persons in 
other work groups, of comparable age, and em- 
ployed in the same office building. 

The incidence of certain diseases in employed 
personnel as determined by different observers may 
vary as much as twelvefold.* For that reason, com- 
parisons of the data obtained in the present study 
with those obtained by workers who were studying 


TABLE 3.—Association Between Executive Work and Arteriosclerotic Disease 


Top Executive Exee 
(Av. Age, v. 


Generalized arteriosclerosis 
Arterioselerotie heart 
Myoeardial infarction 


Miscellaneous vascular 6 


utive Executive 


Minor Total 
Executive 


Nonexecutive* 


All (Av. Age, Over 40 Yr. (Av. 
39.5 Yr.) Age, 51.3 Yr.) 


*No women were found with arteriosclerotie disease. 


Arteriosclerotic Disease (table 3).—In considera- 
tion of generalized arteriosclerosis, it is noted that 
the top executives had a somewhat greater inci- 
dence of this ailment than either of the other two 
executive classes. It is doubtful that this is related 
to their duties, however, for this vascular disorder 
was slightly more common in the nonexecutive 
males over 40 years of age than in persons in the 
top management levels. This latter is true, also, 
with regard to arteriosclerotic heart disease. Myo- 


exclusively executive populations elsewhere must 
be made with this fact in mind. Nonetheless, in 
general terms, the incidence of hypertensive disease 
or arteriosclerotic disease in the executive and non- 
executive staffs studied herein compares favorably 
with or is generally somewhat below that found in 
other studies.* 

It is tempting to consider the possible reasons 
why even the group of persons at the highest levels 
of executive responsibility showed no increase in 


| 
i 
Nonex- 
i, 
52.4 Yr.) 00.6 Yr.) 48.6 Yr.) 50.5 Yr.) 

AV. Av AV. AV AV. Av. 
Age, Age, Age, Age, Age, Age, i 
No. & Yr. No. & No. & Yr. No. & Yr. No. er. 

13 8663 1.7 59.0 7 1.16 60.5 20 1.8 #£«60.8 1d 2.3 59.5 15 5.1 58.2 
6 3.2 DD 6 20 60.0 13 9.10 57.6 25 2.3 57.8 16 2.4 55.6 15 5.1 56.1 

8 cs 12 $0 58.9 2) 3.30 58.4 40 3.7 56.7 19 3.0 58.5 15 5.1 58.4 
72.7 10 6.56 7.8 (7.7 45 15.38 
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incidence of the vascular states described and had 
notably fewer subjects with arteriosclerotic dis- 
ease, as compared to less demanding positions from 
the business viewpoint. There is always the possi- 
bility that success in career attainment goes hand in 
hand with good health; in other words, the healthier 
go higher. A second possibility is that, with greater 
financial income, a person is able to afford a higher 
standard of living and perhaps more complete 
medical care from private physicians. This latter is 
not likely a major factor in the present study, be- 
cause all of the subjects concerned have available 
to them and maintain the same medical follow-up 
program regardless of the level of duties within the 
organization. A third consideration should be to 
the matter of executive education and insight. The 
majority are college graduates, and several have 
postgraduate degrees. As a part of their training 
in the past, they have perhaps learned to realize 
the value of “escape valves” and the need for out- 
side avenues of expression, such as hobbies. The 
benefit that may be derived from such endeavors 
has been emphasized repeatedly. 

The lack of an increased incidence of hyperten- 
sion among executives as a “stress” phenomenon 
further emphasizes the importance of reaction by 
the individual to his environment, rather than the 
physical and intellectual demands of that environ- 
ment per se. Stress is a relative and a subjective 
matter. When the inherent capacities of the indivi- 
dual to perform fail to measure up to the demands 
of his world, the harmonious balance between the 
subject and his environment is disrupted and a 
stress reaction takes place in the individual. This 
response occurs regardless of whether the factor 
in the external environment is a speedily approach- 
ing deadline for a frantic technical assistant or the 
threatened failure of a large business venture for 
the director in charge. From the medical viewpoint, 
one can therefore wonder whether at least a part of 
the recent emphasis on dangers of executive life to 
the vascular system may be based more on knowl- 
edge of the exceptions rather than of the rule. 
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Summary and Conclusions 


The health status of executives and nonexecu- 
tives (white-collar workers ) of comparable age and 
sex, working in the same buildings, were compared 
with regard to the incidence of hypertension and of 
arteriosclerotic disease. There was, among the 
executives, significantly less of the arteriosclerotic 
phenomena studied than was expected. Analysis 
of group data revealed no relationship between the 
level of responsibility and the incidence either of 
hypertensive disease or of myocardial infarction. 


525 E. 68th St. (21) (Dr. Lee). 
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cells, the cells of all tissues and organs of women carry within their intermitotic 


Ts: SEX OF HUMAN BODY CELLS.—With the single exception of the germ 


nuclei a distinctive hallmark of their sex in the form of a mass of deeply stain- 
ing chromatin. It measures a micron or so in diameter and is usually plano-convex 
in shape, the plane surface lying against the nuclear membrane. In all probability 
this chromatin body is formed by the fusion of those portions of the two female XX 
chromosomes which retain, during the intermitotic period, the avidity for basic dyes 
which all the chromosomes develop during mitosis but the large majority lose during 
interphase. There is no proof that a much smaller chromatic mass present in a small 
minority of the nuclei of male cells has the same biological significance as the well- 
characterized mass of sex chromatin found in women.—Editorial, Sexing of Tumour 


Cells, British Medical Journal, May 31, 1958. 
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DOES THE EXECUTIVE HEALTH PROGRAM MEET ITS OBJECTIVE? 
FOLLOW-UP STUDY OF EXAMINATIONS OF 231 MANAGEMENT EXECUTIVES 


Louis E. Prickman, M.D., Giles A. Koelsche, M.D., John M. Berkman, M.D., Haddon M. Carryer, M.D., 
Gustavus A. Peters, M.D. 


and 


Lowell L. Henderson, M.D., Rochester, Minn. 


Realizing the importance of conserving the 
health of hard-to-replace management personnel, 
many corporations provide periodic physical exam- 
inations for their executives, at the Mayo Clinic or 
elsewhere. To attain their objectives, such examina- 
tions need to be highly individualized, thorough, 
and supplemented by adequate laboratory pro- 
cedures and consultations with specialists in appro- 
priate fields, when such are indicated. At the con- 
clusion of the examination as conducted at the 
Mayo Clinic the executive has an unhurried discus- 
sion with his consulting physician, who reviews all 
the findings and makes pertinent recommendations 
as to what the patient should do to conserve or im- 
prove the status of his health. 

Is such an executive health program a success? 
Does it meet the objectives of the employer who 
initiated the program and who pays its cost, all in 
the hope that the health of hard-to-replace man- 
agement can be maintained and protected? There 
can be no question that properly conducted physi- 
cal examinations of executives have repeatedly re- 
vealed unsuspected medical and surgical conditions 
in time for the correction of such deficiencies. 
Moreover, during such examinations, abnormal con- 
ditions already known to the executive will be eval- 
uated and seen by him in a perspective that aids in 
planning whatever remedial measures are indicated. 
The present study reflects how the members of one 
large group of executives complied, partially com- 
plied, or failed to comply in following advice de- 
signed to correct medical and surgical conditions 
of importance to each of them. 


Nature of Study 


The records of 231 management employees of a 
large corporation, each of whom had undergone at 
least two examinations at the Mayo Clinic (the 
most recent of which was conducted during 1955), 
were studied to determine the various medical and 
surgical conditions encountered ' and then to eval- 
uate the extent to which the employee complied 
with advice given for the correction of these con- 
ditions. 

The following tables should be interpreted as in- 
dicating approximately how well the patients com- 
plied or failed to comply in carrying out procedures 
considered important for the conservation or im- 


From the Section of Medicine, Mayo Clinic and Mayo Foundation. 
The Mayo Foundation is a part of the Graduate School of the University 
of Minnesota. 


Two hundred thirty-one management em- 
ployees who had had at least two examina- 
tions at the Mayo Clinic were studied to de- 
termine the various medical and surgical con- 
ditions encountered and then to evaluate the 
extent to which the employee complied with 
advice given for the correction of these con- 
ditions. Compliance or noncompliance was a 
matter of volition on the part of the individ- 
val. Partial compliance varies in degree; 
nevertheless, compliance, great or little, bene- 
fits not only the patient but also the health 
program of the corporation of which the 
patient is an important part. A relationship 
between the executive and his consulting 
physician based on thorough study, con- 
fidence, and respect is necessary to gain the 
former’s full cooperation in carrying out the 
measures indicated for maintenance and im- 
provement of his health. 


provement of their health. We have attempted to 
be as objective as possible, but we readily admit 
that opinions differ on the importance of carrying 
out certain medical and surgical advice and pro- 
cedures and that other observers might interpret 
compliance in either a more severe or a more lenient 
manner. 


Compliance and Partial Compliance 


In this particular study compliance or noncompli- 
ance was a matter of volition on the part of the 
individual. There was no element whatever of co- 
ercion on the part of the employer. At the conclusion 
of a careful examination, the patient is advised and 
counseled by one or more consultants of the Mayo 
Clinic, and it is the patient’s compliance in arrang- 
ing for significant medical or surgical measures to 
be carried out that we have attempted to evaluate. 

The degree of compliance in following medical 
advice often is difficult to evaluate. In many in- 
stances compliance is obvious. If a patient whose 
only problem is a hernia has his hernia repaired, he 
has fully complied, as has the patient with diabetes 
who follows his diet, takes the insulin prescribed, 
tests his urine, and has values for blood sugar de- 
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termined at proper intervals. Compliance may en- 
sue, but it may not be so obvious or complete. The 
obese patient may reduce weight as directed, al- 
though not to the extent that is necessary to meet a 
certain objective. A patient may reduce his smoking 
from two packages of cigarettes to one package 
daily, yet not enough to relieve his cough and 
bronchitis entirely. A patient may follow advice 
insofar as he undergoes removal of a gallbladder 


TABLE 1.—Estimated Cooperation of 231 Executives in Carry- 
ing Out Medical Advice Given After Health Examinations 


G 
Jo 
Problems Found and Degree of Compliance Patients of Total 


Minor medical problems .......ccccsccsssvcsccces 26 11.2 
Compliance 
Partial compliance 
Surgical compliance, with unfinished medical 
Medical compliance, with unfinished surgical 


Surgical compliance, with unfinished surgical 
Medical compliance, with unfinished medical .. 11 4.7 

Nonecompliance 

10 4.3 


that contains stones, but he may delay repair of an 
inguinal hernia until some later date. It is obvious 
that such patients have complied in part, vet they 
have not acted upon other recommendations for the 
future. It can be seen that partial compliance varies 
in degree; nevertheless, compliance, great or little, 
benefits not only the patient but also the health 
program of the corporation of which the patient is 
an important part. 


Noncompliance 


Noncompliance in carrying out important medical 
or surgical objectives is to be regretted. Often non- 
compliance represents merely procrastination—wait- 
ing for a more opportune time to receive nonurgent 
surgical or medical therapy. Some conditions, such 
as hernias, may not require immediate operation, 
but hernias often become larger gradually, and in- 
carceration may occur if repair is postponed indefi- 
nitely. This actually happened to one patient in 
this group during a period of procrastination. For- 
tunately, he survived an emergency operation, 
which had to be done under less favorable condi- 
tions than those attendant on elective repair of a 
nonstrangulated hernia. As a general rule, most 
conditions that eventually will require treatment 
should be cared for as soon as possible, and the 
patients are so advised. 

Rarely is noncompliance intentional or flagrant, 
but it is always disappointing to all concerned. 
Often it is only a matter of time before corrective 
measures are undertaken. In the case of obesity, for 
instance, reduction of weight frequently is delayed 
one to several years, or the obesity is only partially 
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corrected. Repetition of good advice about reduc- 
tion of weight by the medical consultant at the 
time of each examination, the reading by the patient 
of similar general advice in various periodicals, 
and the executive's personal observation of friends 
whose similar obesity has led to serious trouble 
eventually may influence the patient to reduce 
weight. Sometimes executives do nothing about 
reduction of weight until some calamity befalls 
them, at which time they are quite willing and 
eager to accomplish serious reduction of weight. 


Results 


A summary of our evaluation of compliance, 
partial compliance, and noncompliance in following 
medical advice in this group of 231 executives is 
contained in table 1 and figure 1. The examinations 
of only 12 executives in this group had essentially 
negative results. It is, of course, gratifving to en- 
counter such patients, yet they still may receive 
general advice likely to help them to maintain 
health. This might include a discussion of the 
warning signs of cancer and of the importance of 
avoiding overindulgence in food, alcohol, and 
tobacco and a discussion of the types of exercise 
and recreation appropriate for the age and general 
condition of the person concerned. An additional 26 
executives had rather minor medical problems: 


100 


90 


Noncompliance 

Partial compliance 
e--« Compliance + Negative 
o—e Compliance + Negative + 
Partial compliance 


Per cent 


36-40 41-45 46-50 51-55 56-60 61-65 
Age groups (years) 


| 
26-30 31-35 


Compliance in following medical advice by executives in 
various age groups. 


tension headaches, migraine, pollinosis, seborrhea, 
trichophytosis, sprained ankle, mild deafness, mild 
backache, painful shoulder, mild varicose veins, 
varicocele, mild obesity, and mild nonprogressive 
hypertension—to mention only a portion of the 47 
minor conditions encountered. Compliance in these 
instances was easy and can be assumed to have 
occurred. 
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There were 93 executives whose records indicated 
that they were complying with the recommenda- 
tions for the care of their medical (nonsurgical ) 
problems. Typical diagnoses in this group included 
duodenal ulcer, irritable colon, scars of old tuber- 
culosis, active tuberculosis, diabetes mellitus, 
exophthalmic goiter, coronary sclerosis, rheumatic 
heart disease, aortic stenosis, paroxysmal tachy- 
cardia, syndrome of protruded intervertebral disk, 
coccygodynia, pollinosis, asthma, rheumatoid 
spondylitis, obesity, cirrhosis of the liver, and ex- 
cessive use of tobacco. Many other examples could 
be added. There were 71 diagnoses, which included 
all the body systems. 

It can be seen that some conditions were serious, 
whereas others were of lesser importance. Thus, 
despite the patient’s compliance in following recom- 
mendations in instances in which serious disease 
was present, the prognosis was not necessarily good 
so far as health or recovery was concerned. In some 
instances it was bad, but the patient was doing 
everything he could to follow advice. 

In this group again, some patients had problems 
inherently surgical for which, because of the pa- 
tients’ over-all state of health, medical management 
was recommended, and the patients were comply- 
ing in accepting such evaluation. Thirty-three pa- 
tients followed advice in undergoing operations for 
the following conditions: cataract; polyp of the 
splenic flexure; infected tonsils; ischial anal ab- 
scess; submaxillary calculus; inguinal hernia; papil- 
loma of the external auditory canal; rectal polyps; 
infected maxillary sinus; epithelioma of the eyelid; 
leukoplakia and goiter; adenomatous goiter; gang- 
lion cyst; pilonidal cyst; protruded lumbar disk; 
hemorrhoids; spermatocele; bilateral inguinal her- 
nias; cholecystitis with stones; benign obstructive 
pneumonitis (apex of left lung); prolapsed gastric 
mucosa; renal lithiasis; and ureteral stone (solitary 
kidney ). 

Partial compliance may be divided into various 
categories, but we have divided the factors apply- 
ing to our patients again into medical and surgical 
compliance or noncompliance. Illustrative of the 
difficulties of classifying compliance was the plight 
of one patient who has complied to the extent of 
undergoing surgical treatment of his varicose veins 
but who has not reduced his weight (273 lb. 
[124 kg.]), an action which would help to relieve 
the osteoarthritis of his knees. Neither has he un- 
dergone repair of his recurrent inguinal hernia, an 
operation that is awaiting reduction of weight for 
enhancement of the chances of permanent repair. 

Fourteen executives complied with counsel for 
the care of their medical problems but needed 
operations for a number of potentially serious con- 
ditions: inguinal hernia, obstructed prostate gland, 
substernal goiter, infected tonsils, bilateral inguinal 
hernias, pigmented mole, and pilonidal cyst. The 
medical (nonsurgical) problems included gout, 
hypertension, obesity, periarthritis of the shoulder, 


EXECUTIVE HEALTH PROGRAM—PRICKMAN ET AL. 1453 


auricular fibrillation and flutter, excessive use of 
tobacco, duodenal ulcer, diabetes, tuberculosis, 
pruritus ani, and others. One person with active 
tuberculosis will undergo operation for pilonidal 
cyst when the pulmonary tuberculosis permits. 
During general examination of this man a rectal 
polyp was discovered and was eliminated by 
fulguration. 

Six patients (table 2) underwent recommended 
surgical operations but did not take steps to have 
other surgical conditions corrected. Obviously it is 
not easy to undergo a second operation, but each 
patient in such a situation should be told whether 
or not prolonged delay of the second operation 
entails risk to his health. Actually, when two opera- 
tions are indicated, they usually can be performed 
a few days apart. When this is feasible, the con- 
valescence is materially less than it would be if 
they were done with a considerable interval be- 
tween operations. The resulting benefit to both 
employee and employer is obvious. 

Eleven patients were classified as having com- 
plied in attending to correction of certain medical 
conditions, but they still had not followed advice 


TaBLeE 2.—Partial Compliance with Recommendations for 
Surgical Corrective Treatment: Six Patients 


Surgical Treatment 

Not Completed 
Anal fistula 
Anal fistula 
Recurrent inguinal hernia (to be 
repaired after weight reduction) 
Recurrent nasal polyps Tumor (lipoma’), foot 
Lipoma Gallstones 
Nephrolithiasis Gallstones 


Surgical Treatment 
‘ompleted 


Epithelioma, temple 
Adenomatous goiter 
Deviated nasal septum 


satisfactorily for the correction of other related or 
unrelated medical conditions. Four of these pa- 
tients were grossly overweight, although they were 
doing well in dealing with their other problems, 
which included duodenal ulcer, old tuberculosis, 
vascular hyperreactivity, diabetes mellitus, and 
hypertension. Because of tobacco bronchitis, three 
patients were placed in this group. One of the pa- 
tients also had early secondary leukoplakia of the 
vocal cords. Inadequate compliance with prescrip- 
tions of regimens for gout and diabetes mellitus 
caused other patients to be assigned to this group. 
Fourteen patients neglected the following medi- 
cal problems: obesity, arteriosclerosis obliterans, 
overuse of tobacco (with medical reasons for advis- 
ing stopping), diaphragmatic hernia, hypertension, 
and diabetes mellitus. Eleven patients neglected the 
following surgical problems: inguinal hernia and 
cholecystitis (the inguinal hernia of one of these 
patients became strangulated while he was at home, 
and he required an emergency operation ), obstruc- 
tive deviated nasal septum, hemorrhoids, varicose 
veins, infected tonsils and infected teeth, gallstones, 
and anal fistula. Ten patients neglected the follow- 
ing surgical and medical problems: (1) varicose 
veins and obesity; (2) gallstones and obesity, hy- 
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pertension, and excessive use of tobacco; (3) single 
thyroid nodule and obesity; (4) gallstones and 
obesity; (5) deviated septum and obesity and ex- 
cessive use of alcohol; (6) bilateral inguinal hernias, 
infected tonsils, and infected teeth and alcoholic 
cirrhosis of the liver, bronchitis due to use of to- 


TaBLE 3.—Age Groups of Executives in Relation to Compli- 
ance in Following Medical Advice 


Com- Non- 
pliance Partial Compliance Compliance 
= sf Sem om 
ons = =2 
= en Fe Fs 
EA Em 62 5% 
os Sar Ose Ose =. 
26-30 § 3 ? 0 0 0 0 0 0 0 11 
31-35 5 6 2 1 0 1 0 2 4 oO 21 
36-40 7 16 5 0 1 1 0 4 0 1 34 
41-45 6 14 3 3 1 1 0 a oa ae 
46-50 6 19 3 4 1 1 3 2 3 45 
1-55 6 15 9 3 4 2 0 2 2 2 45 
56-60 2 16 6 0 3 0 0 1 3 1 32 
61-65 0 5 3 1 0 0 8 & 
Total 38 93 33 11 14 6 1 144011 10 21 


bacco, obesity, and hypertension; (7) large adenom- 
atous goiter and coronary disease, obesity, and 
excessive use of tobacco; (8) bilateral inguinal her- 
nia and trigeminal neuralgia and bronchitis due to 
use of tobacco; (9) varicose veins and obesity and 
bronchitis due to use of tobacco; and (10) gall- 
stones and varicose veins and obesity. 

It is apparent that we look upon obesity and the 
excessive use of tobacco as medical hazards to 
certain patients. If we were inclined to ignore 
these two factors, the degree of compliance with 
recommendations in this group of patients would 
be enhanced markedly. Nevertheless, obesity is a 
real medical hazard to patients who have diabetes 
mellitus, gout, diaphragmatic hernia, hypertension, 
cardiovascular-renal diseases, backache, and certain 
types of arthritis. Likewise, excessive smoking is 
unwise for patients who have duodenal ulcer, car- 
diovascular diseases, leukoplakia of the mouth or 
vocal cords, bronchitis, asthma, emphysema, and 
tuberculosis. Therefore we have not hesitated to 
place patients who disregarded our counsel in the 
category of partial compliance or noncompliance 
when the indications for reduction of weight or the 
stopping of the use of tobacco were clear-cut. 

Numerous examples were encountered in which 
obese patients reduced their weight, with very 
obvious benefits to health, and in which executives 
stopped smoking when circumstances required it, 
again with obvious symptomatic benefit. Similarly, 
stopping of the use of alcohol was the chief factor 
in restoration of a badly damaged liver. 

No group of patients complies completely in 
satisfactorily following advice intended to improve 
the patients’ problems. There are many reasons for 
noncompliance or partial compliance and delays. 
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Even with the best intentions, compromises often 
are necessary, and many times treatment is de- 
ferred. 

When compliance or noncompliance with our 
recommendations for this group of executives is 
considered from the standpoint of different age 
groups, no significant trends emerge (table 3). 

The age of the patients does not seem to be 
the deciding factor in compliance and noncom- 
pliance with recommendations. 

When executives who complied with recommen- 
dations and those who did not were grouped in 
relation to the number of examinations at the 
clinic, there seemed to be some evidence that the 
degree of compliance was greater on the third than 
on the second visit. Compliance and partial com- 
pliance amounted to 80% after the first visit, 87% 
after the second visit, and 90% after the third 
visit (table 4). We do not believe these data are 
hard and fast because they concern different pa- 
tients with different problems in each category; 
perhaps these data tend to show that with the 
passage of time and the repetition of advice on 
subsequent examinations the patients do comply 
to a greater degree in following advice. The variety 
and muliplicity of conditions found both in indivi- 
duals and in the group as a whole make any dog- 
matic conclusion unwarranted. 


Comment 


We know of no satisfactory control for a study 
of this type, but we feel that this group of patients, 
as a whole, has done well in following the advice 


TABLE 4.—Compliance in Following Medical Advice in Rela- 
tion to Number of Examinations at Mayo Clinic 


Com- 


pliance Partial Compliance Compliance 
A 


= == = =o 
oa “ies ~os = 
© = ese S25 > a Res 
A © ADE ADE ZOE Zoe A As 
2 21 § 12 3 6 1 9 s 6 119 
3 14 3 13 7 8 4 5 2 3 9 
4 1 3 3 1 1 1 ee 1 11 
5 2 1 1 1 1 6 
6 2 PY 2 
7 1 1 
9 1 1 
13 1 1 


that was given them. We have hope and confidence 
that many executives who have not complied will do 
so later. We feel that a relationship between the 
executive and his consulting physician based on 
thorough study, confidence, and respect is neces- 
sary to gain the former's full cooperation in carry- 
ing out the measures indicated for maintenance 
and improvement of his health. 
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It would seem that most patients of the manage- 
ment personnel group are sincerely interested in 
carrying out the health measures prescribed for 
them and thus in attaining the objective of the 
executive health program. It is likewise obvious 
that occasional executives procrastinate and need 
to be reminded repeatedly of the importance of 
carrying out the recommended medical or surgical 
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measures so that their health will not be jeopar- 
dized. There are data to suggest that compliance 
with recommended measures improves with the 
passage of time and with repetition of medical 
advice. 

Reference 


1. Carryer, H. M.: Health of Executive, A. M. A. Arch. 
Indust. Health 16@:267-279 ( Oct.) 1957. 


EFFECT OF NITROFURANTOIN (FURADANTIN) ON MORBIDITY 
AFTER TRANSURETHRAL PROSTATIC RESECTION 


Louis M. Orr, M.D., W. R. Daniel, M.D., James L. C2mpbell, M.D. 


Miles W. Thomley, M.D., Orlando, Fla. 


The value of routine antimicrobial treatment in 
transurethral prostatic resection has been studied 
by several clinicians in recent years, with varying 
conclusions. Creevy and Feeney ' reviewed about 
400 cases in 1954 and reported that routine pro- 
phylaxis with antibiotics reduced postoperative 
fever, decreasing localized infection and surgical 
mortality. In an analysis in 1955 of over 1,000 pa- 
tients operated on transurethrally at the Mayo 
Clinic,’ antibiotics were found not to have reduced 
significantly the incidence of postoperative fever, 
but they did effect a pronounced decrease in the 
incidence of fever and infection after removal of 
the urethral catheter; therefore, the routine use of 
such medication was recommended. However, in a 
more recent study in 1956 of 100 comparable pa- 
tients who had transurethral prostatic resection, of 
whom 50 were treated prophylactically with chlor- 
amphenicol for a few weeks postoperatively, Apple- 
ton and Waisbren® failed to find evidence that 
such treatment decreased postoperative pyrexia or 
bacteremia, incidence of positive urine cultures, 
duration of postoperative drainage, length of hos- 
pital stay, or rate of mortality. 

The present study was done to determine the 
efficiency of nitrofurantoin (Furadantin) in such 
cases. This drug offers particular advantages for 
postoperative prophylaxis in transurethral surgery: 
Peroral administration produces high concentra- 
tions in the urinary tract, and the drug does not 
induce significant development of bacterial resist- 
ance, although it is bactericidal at about the same 
concentrations as broad-spectrum antibiotics * and 
is also highly effective against most common patho- 
gens of the urinary tract.’ Nitrofurantoin was stated 


From the Department of Urology, Orange Memorial Hospital. Dr. 
Daniel is the Senior Resident. 


The effectiveness of routine prophylactic 
chemotherapy was studied in a series of 183 
patients after transurethral prostatic resec- 
tion. A group of 53 patients received 100 mg. 
of nitrofurantoin (Furadantin) four times a 
day for two weeks; a group of 43 received 
half that dosage; and the remaining 87 were 
treated without this drug. Nitrofurantoin was 
found by tests in vitro to have the widest 
range of antibacterial activity of the 11 
agents tested in this study. Nevertheless, fever 
occurred postoperatively with nearly equal 
frequency in all groups, and there was no 
significant difference in the degree of pyuria 
among the three groups six to eight weeks 
after operation. Extensive study of the bac- 
terial species involved showed Pseudomonas 
species to be the organism most frequently 
encountered. Neither this organism nor 
Staphylococcus aureus were suppressed by 
the nitrofurantoin, but all the other organisms 
showed a marked decrease in incidence. 


to have given good results postoperatively in the 
treatment of 42 patients with chronic urinary tract 
infections after prostatectomy and was found espe- 
cially effective against infections with Escherichia 
coli and Proteus species.” In another study, Proteus 
bacteriuria occurring in 12 patients after retropubic 
prostatectomy was treated by British clinicians who 
obtained cure in 6, improvement in 5, and no 
change in 1 treated patient, while all of 5 un- 
treated patients failed to improve during the same 


| 
| 
and 
| 
958 
167 


1456 NITROFURANTOIN—ORR ET AL. 


period of time.” Goldfarb“ used nitrofurantoin in 
30 patients with infections of the urinary tract after 
either prostatectomy or instrumentation. Twenty- 
four were improved while on this therapy, and 
some were cured bacteriologically. He concluded 
that nitrofurantoin is a safe and effective agent in 
the treatment of infections of the genitourinary 
tract. 

The purpose of the present study was threefold: 
(1) to determine if routine treatment with nitro- 
furantoin during the immediate postoperative pe- 
riod would hasten recovery and reduce morbidity 
due to infection, (2) to compare the relative in 
vitro efficacy of various commonly used antibac- 
terial agents against urinary tract pathogens, and 
(3) to evaluate the side-effects, if any, of nitro- 
furantoin. In addition, the frequency of infection 
by the various bacteria in the postoperative course 
of these patients was determined. 


Method of Study 


All patients of the urologic group having a trans- 
urethral resection of the prostate during the year 
1956 were included in this study, except for two 
patients who died in the early postoperative period 
before the first bacteriological culture of the urine 
could be done. In an overwhelming majority of 
cases, the histopathological diagnosis was benign 
prostatic hyperplasia. The remainder were pros- 
tatic carcinomas, an occasional carcinoma arising 
from the uroepithelium, and a few cases of fibrous 
contracture of the bladder neck. One week post- 
operatively a urine specimen from each patient 
was cultured and the bacteria tested for their drug 
sensitivity; these bacteriological studies were re- 
peated six to eight weeks postoperatively. At the 
time of the second culture a microscopic examina- 
tion of an uncentrifuged urine specimen was done, 
with a report made of the number of leukocytes 
per low-power field. If a second transurethral re- 
section was done less than six weeks after the 
first, the second bactericlogical study was omitted 
for the first procedure but done six weeks after 
the second operation. 

The patients were divided into three groups: 
(1) those receiving neither nitrofurantoin nor any 
postoperative antibiotic routinely, (2) those re- 
ceiving 100 mg. of nitrofurantoin four times a day 
for two weeks starting with the second postopera- 
tive day, and (3) those receiving 50 mg. of nitro- 
furantoin four times a day for the same period of 
time. The groups were selected arbitrarily accord- 
ing to the month in which their transurethral re- 
section was performed, the drug being given or 
withheld on alternate months. Of a total of 183 
patients studied, 87 were in group 1, 53 in group 2, 
and 43 in group 3. 

The hospital records of the entire group were 
reviewed to determine the incidence of nausea and, 
in those treated with nitrofurantoin, the number 
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of times the drug had to be withdrawn. Unfortu- 
nately, through a misunderstanding, in each group 
a few patients received antibiotics without suffi- 
cient indication. In most such cases, the antibiotics 
were withdrawn as soon as this was noted. In 
certain patients the antibiotics were clearly indi- 
cated at times in the treatment of infections out- 
side the urinary tract. In these the administration 
of the antibiotic was allowed to continue. The pa- 
tient’s group was not changed when this happened, 
but, rather, the frequency of the need for anti- 
biotic treatment in the various groups was re- 
corded if the drugs were administered for over 
48 hours. Those patients who returned for office 
visits postoperatively were questioned regarding 
significant infection during the postoperative 
course, and proper note was made of any drugs 
given during this period. 

Disk sensitivity studies were done by using the 
broth culture with whatever organisms were pres- 
ent in it, rather than by isolating each organism 
and running each of these sensitivity studies indi- 
vidually. This made the reading of the “partial 
sensitivities’ or “one organism sensitivity’ less ac- 
curate, but these were recorded if they showed 
as much as a moderate sensitivity zone about the 
disks. 

For the antibiotics and sulfisoxazole (Gantrisin), 
the Difco intermediate concentration disks were 
used and for nitrofurantoin, the Baltimore Biologi- 
cal Laboratory Sensi-Disc. The respective disks 
contained 150 mg. of sulfisoxazole and 100 mcg. 
of nitrofurantoin, while the antibiotics disks con- 
tained 10 meg. each except for the penicillin, 
erythromycin, and dihydrostreptomycin disks, which 
contained 5 mcg. each. 

In recording the results of these in vitro tests, 
completely clear zones. extending over 5.mm. from 
the disk edge were noted as “marked sensitivity,” 
zones of 2 to 5 mm. as “moderate sensitivity,” and 
those of less than 2 mm, as “slight sensitivity.” 
Zones of incomplete inhibition were ignored _ if 
they were less than 2 mm. wide and noted as “par- 
tial sensitivity” or “one organism sensitivity” if 
wider. 

With regard to hemolytic Staphylococcus (Micro- 
coccus) pyogenes var. aureus, coagulase studies 
were made only if these organisms were present 
in pure culture. Coagulase-negative strains were 
considered nonpathogenic, and a report of “sterile 
culture” was rendered on them. However, in mixed 
cultures, which included the staphylococcic, coagu- 
lase studies were not done and only their presence 
was reported. 

In all 183 cases studied, the initial culture and 
sensitivity tests were done during the postoperative 
hospital stay. The incidence of nausea and vomit- 
ing was also analyzed at the same time. An addi- 
tional 124 cultures and sensitivity studies were 
performed on patients six to eight weeks post- 
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operatively, making a total of 307 cultures and 
sensitivity studies. Of the 183 patients originally 
included in the study, we were able to follow 
154 for six weeks. This included a review of their 
convalescent period at home and a report of micro- 
scopic examination of urine at this time, but, as 
noted above, delayed culture and sensitivity studies 
were satisfactorily completed in 124 patients. 


Results 


The results are summarized below in tabular 
form. A few comments are appropriate. As seen 
in tables 1 and 2, Pseudomonas aeruginosa and 
Aerobacter aerogenes comprise the vast majority 
of bacteria found in the urine of these patients. 
It is fairly obvious that nitrofurantoin had no 
demonstrable effect in reducing infection by Pseu- 
domonas species. However, Esch. coli, A. aero- 
genes, and Proteus species were reduced in the 
treated patients. The streptococci did not occur in 
numbers large enough to warrant any conclusions 
in the first culture. The staphylococci actually ap- 
peared to occur more commonly in the treated 
patients, but we believe this is misleading, because 
we know that many of these organisms were con- 
taminants. Their growth in the culture medium 
may have been enhanced by the suppression of 
the other organisms in the patient’s urine. 

Table 1 shows that sterile cultures occurred 
four times among 87 patients who received neither 
nitrofurantoin nor any postoperative antibiotic 
routinely. The incidence of sterile cultures was 


TaAsie 1.—Bacteriuria One Week After Transurethral 
Prostatic Resection 
Nitrofurantoin Q.1.D. for 2 Wk. 


Group 1, Group2, Group 38, 


Untreated 100 Mg. 50 Mg. Total 
No. No. & No. & No. 
Total no, patients........ 538. (100 48° 100) 
Sterile cultures ........... 4 5 9 17 1 2 u 8 
Positive cultures ......... 83 44 83 @ 
Pseudomonas species ..... 3 9.4 3 62. 31 52.5 101 44.0 
Aerobacter aerogenes .... 35 30.4 1 11 20.4 
Escherichia coli ........... 15 13.0 2% 6.7 
Proteus species ........... 19 16.7 7 12.5 9 15.2 35 15.2 
Paracolobactrum species... ... 1 O4 
Staphylococcus pyogenes 
7 6.1 7 12.5 7 119 21 9.1 
Streptococcus faeealis .... 2 1 3 1.3 
Other streptococci ........ 2 2 0.9 
Total strains (ineluding 
those in mixed eultures) 115 100 100 59 100, 100 


therefore 5%. One would therefore expect to find 
at least seven sterile cultures among the 96 pa- 
tients treated with nitrofurantoin. Actually, 10 ster- 
ile cultures were found. This excess of three of 
the actual over the theoretical figure proves to be 
insignificant. This phase of the experiment, there- 
fore, did not yield any evidence that the treatment 
with nitrofurantoin was of value. [t is important 
to note, however, that the vast majority of patients 
in all three groups were infected. 
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As seen in table 2, the bacteriological studies 
done six to eight weeks postoperatively gave the 
same type of information. Sterile cultures occurred 
in two instances among 58 patients who had not 
received postoperatively either nitrofurantoin or 
any other antibiotic routinely. The incidence of 
sterile cultures being 3%, one would expect to find 
at least two or three sterile cultures among the 


Tasie 2.—Bacteriuria Six to Eight Weeks After 
Transurethral Prostatic Resection 


Nitrofurantoin Q.1.D. for 2 Wk. 
Group 1, Group2, Group 3, 

Untreated 100 Me. Me. Total 


No. &% nO, & No. % No. &% 


Total no. patients........ 58 100 35 (100 31. «124100 
Sterile cultures ............ 2 3 3 abe 0 5 4.2 
Positive cultures .......... O97 Ol 31 100) 119 95.8 
Pseudomonas species .... 12 165 1 23 54.8 29.6 
Aerobacter aerogenes .... 19 25.0 19.0 32 18.9 
Escherichia coli ........... ) 9 5.3 
Proteus species ........... 14 18.2 D 10 tj 14.3 2 14.8 
Paracolobactrum species.. ... 1 2 1 0.6 
Alealigenes faecalis ....... ... 1 2 1 0.6 
Staphylococcus pyogenes 

13.0 10 11.9 2% 14.8 
Streptococcus fueealis ....0 15 19.4 20 11.9 
Other streptococci ........ 3 3.8 3 6 3.5 
Total strains (including 

those in mixed cultures) 77 100 100 169 100 


66 patients who had been treated with nitrofuran- 
toin. Actually, three sterile cultures were found. 
There was, therefore, no indication that the nitro- 
furantoin increased the frequency of sterile cul- 
tures under these conditions. There were indica- 
tions that it affected the type of flora. Streptococcus 
faecalis was not found once among the 31 patients 
who received 50 mg. of nitrofurantoin. There were 
fewer infections with Proteus species in the group 
who received 100 mg. of nitrofurantoin than in 
those who received none. On the other hand, the 
frequency of infection with Pseudomonas species 
and Staph. aureus was greater in the treated groups 
than in group 1. In general, the gram-positive 
cocci were extremely sensitive to nitrofurantoin in 
our in vitro studies, and it must be supposed that 
the drug caused many changes of balance among 
the bacterial residents. 

Detailed study of the sensitivity of the organ- 
isms isolated to the various antibacterial agents in 
vitro revealed many interesting facts. Nitrofuran- 
toin and polymyxin were effective against all or- 
ganisms found in the urine of about one-fourth 
of the patients. This high effectiveness of the two 
drugs in vitro agrees with their effectiveness in 
our experience in clinical practice.” Chlorampheni- 
col (Chloromycetin) and neomycin were next, 
each being effective in one out of seven cases. Next 
came the tetracycline group, then penicillin and 
erythromycin. Sulfisoxazole proved almost com- 
pletely ineffective. Nitrofurantoin was the most 
effective drug against all organisms present at the 
six-to-eight-week follow-up, being effective against 
all organisms obtained from the urine of half the 
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patients at this time. Nitrofurantoin was less effec- 
tive in vitro against organisms from patients pre- 
viously treated with it than against organisms from 
untreated patients. At the time of the delayed 
culture, the Pseudomonas species predominated, 
and this organism was, in general, insensitive to 
nitrofurantoin. 


TaBLe 3.—Incidence and Degree of Pyuria Six to Eight Weeks 
After Transurethral Prostatic Resection 


Leukoeytes per Low-power Field 


0-5 5-20 >20 
Patients, 
Group No. Nitrofurantoin Neo. & MW. F&F 
2 45 19 422 14 il 24.5 
3 36 14 389 16 = 41.7 7 19.4 


Table 3 shows that there was no significant dif- 
ference in the amount of pyuria found in the three 
groups at the time of their delayed office visits. It 
was the impression of the four urologists who saw 
these patients on their repeated postoperative 
visits that the nitrofurantoin-treated patients made 
a better recovery than is suggested by the tabu- 
lated data, but no significant difference was found 
among the three groups as to the occurrence of 
fever during their hospital stay (table 4). 

Two cases of septicemia occurred during the 
postoperative period. One was included in group 1 
and the other in group 3. The latter patient was a 
rather headstrong, highly successful financier, who 
refused nearly all his medication and even boasted 
about not allowing his doctor to “push him 
around.” He was scheduled to receive 50 mg. of 
nitrofurantoin four times a day for two weeks, but 

e€ was most uncooperative and actually received 
over a five-day period only 500 mg., some of which 
he vomited. For the sake of consistency we were 
forced to leave him in group 3. The fact is, how- 
ever, that neither patient with clinical bacte- 
remia received nitrofurantoin in significant dosage. 
A. aerogenes was cultured from the blood of both 
of these patients at the same time that the organism 
was cultured from their urine. 

The only untoward reactions attributed to nitro- 
furantoin among our patients were nausea and 
vomiting. In 3 of the 96 patients receiving nitro- 
furantoin, administration of the drug was stopped 
for this reason. In order to appraise these occur- 
rences objectively, we examined the nurses’ notes 
and doctors’ progress reports of the three groups. 
The differences among the three groups with re- 
spect to nausea and vomiting were insignificant. 
Nitrofurantoin in the dosages used did not either 
increase or decrease the frequency of nausea and 
vomiting. We did not see any type of allergic 
reaction to nitrofurantoin in this study. 


Summary and Conclusions 


Nitrofurantoin (Furadantin) was used as a rou- 
tine antibacterial prophylaxis in 96 of 183 com- 
parable patients after transurethral prostatic re- 
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section. The dosage was 100 mg. four times a day 
for two weeks (53 patients) or 50 mg. four times 
a day for two weeks (43 patients). The study in- 
cluded _ bacteriological cultures of the urine one 
week and again six to eight weeks postoperatively, 
sensitivity tests of all isolated bacteria to common 
antibacterial agents, frequency of various degrees 
of pyuria and pyrexia, necessity for supplementary 
antibiotic medication in various groups, and inci- 
dence of nausea and vomiting. 

Most patients had infected urine at both post- 
operative cultures. Pseudomonas species, Esch- 
erichia coli, Aerobacter aerogenes, Proteus species, 
and hemolytic Staphylococcus pyogenes var. aureus 
were the most common bacteria encountered. In 
vitro sensitivity studies showed that nitrofurantoin 
had the widest range of antibacterial activity of 
any agent tested in this study, being effective 
against nearly all of the organisms except Pseudo- 
monas species. 

Postoperative pyrexia occurred with nearly equal 
frequency in all groups. Patients in both nitro- 
furantoin-treated groups required less antibiotic 
therapy during the two-month postoperative pe- 
riod, but there was no significant difference in the 
degree of pyuria among the three groups six to 
eight weeks postoperatively. At this time, only 
5 of the 124 cultures were sterile, 3 of these being 
in patients treated with 100-mg. doses of nitro- 
furantoin. The incidence of nausea and vomiting 
was the same in all three groups. There was no 
case of sensitization. 

The same principles which apply to other sur- 
gery apply to transurethral resection of the pros- 
tate, i. e., as long as there is dead and sloughing 
tissue present there will be pus and (usually) 
infection. The in vitro sensitivity studies indicate 
that nitrofurantoin has the widest range of anti- 
bacterial activity of the 11 agents tested in this 
study. 


TaBLe 4.—Incidence of Pyrexia, Nausea, and Emesis After 
Transurethral Prostatic Resection 


Drug 

With- 

drawn 

Due to 

Nausea, 

Pa- Pyrexia*® Nausea Emesis Emesis 
Group No. Nitrofurantoin No. % No. % No. % No. & 
2 100 me. GAG... 15 28.3 9 17.0 8 15.1 2 38 


* Oral temperature over 101 F (38.3 C). 


The actual number of patients having. sterile 
urine at one week and at six to eight weeks post- 
operatively was small. The incidence of unfavor- 
able reactions in patients receiving doses of either 
50 or 100 mg. was small. The drug was with- 
drawn in only 3 of 96 patients. 

Pseudomonas species was the most frequently en- 
countered organism in the postoperative urine 
specimens in all groups. Though this organism 
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was apparently not suppressed by the administra- 
tion of nitrofurantoin, all the other organisms 
except the Staph. aureus (quite sensitive to nitro- 
furantoin in vitro) showed a marked decrease in 
incidence. 


1300 Kuhl Ave. (Dr. Orr). 
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COMMUNITY-WIDE EPIDEMIC OF ASIAN STRAIN 


db 


INFLUENZA 


CLINICAL AND SUBCLINICAL ILLNESSES AMONG SCHOOL CHILDREN 


Donald E. Carey, M.D., New Orleans, Frederick L. Dunn, M.D., Atlanta, Ga. 
Roslyn Q. Robinson, Ph.D., Keith E. Jensen, Ph.D., Montgomery, Ala. 


and 


Joseph D. Martin, M.D., Baton Rouge, La. 


Although Asian strain influenza was first intro- 
duced into the United States in June, 1957, and 
numerous sporadic cases and localized outbreaks 
were reported thereafter, community-wide spread 
of the disease was not recognized until early 
August, when a definite epidemic involved all of 
Tangipahoa Parish, La. This event provided the 
first opportunity in the United States to conduct 
field investigations to determine the epidemiologic 
characteristics of this new strain of influenza virus 
as it spread through a presumably wholly suscep- 
tible population. The differences of the new strain 
from previously characterized members of the type 
A influenza group had already indicated that sus- 
ceptibility would be great.’ A collaborative field 
study was established, and extensive observations 
were made in the parish during and subsequent to 
the epidemic. 

The present paper will report on one phase of 
the study, namely, the clinical and subclinical 
atlack rates among school children in two repre- 
sentative communities of Tangipahoa Parish. A 
simple retrospective questionnaire survey revealed 


From the Epidemic Intelligence Service, Communicable Disease 
Center (Drs. Carey and Dunn); the Respiratory Disease Unit, Com- 
municable Disease Center (Drs. Robinson and Jensen); and the 


Louisiana State Department of Health (Dr. Martin). Dr, Carey is 
now at the Presbyterian Hospital, New York. Dr. Martin is now with 
the Louisiana State Department of Public Welfare. 


An epidemic involving an entire parish in 
Louisiana in August, 1957, provided the 
first opportunity in the United States to de- 
termine the epidemiologic characteristics of 
the Asian strain of influenza as it spread 
through a presumably wholly susceptible 
population. Serologic studies in addition to 
a retrospective questionnaire survey were 
carried out among 428 school children and 
revealed an attack rate of 65% for sub- 
jective “flu,” of which 87°% was confirmed 
serologically. An unusual local factor, neces- 
sitated by the regularly recurring spring 
strawberry harvest, was the opening of the 
schools for classes in July. Most of the cases 


ing antibody titer to a history of clinical in- 
fluenza was well demonstrated. Of those 323 
subjects who showed serologic evidence of 
infection, 75% had clinically apparent ill- 
ness. It is believed that the remaining 80 
(25%) were carriers who had the infection 
without experiencing typical influenza. 


958 
developed before the middle of August. The 
relation of a high - 
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an attack rate of 65% for subjective “flu,” of which 
87% was confirmed serologically. Furthermore, 53% 
of those who reported no influenza-like illness 
showed evidence of subclinical infection with the 
Asian strain. The total infection rate, confirmed 
clinical and subclinical, in this age group was 75%. 

The serologic studies reported here are among 
the first to be recorded for an influenza epidemic 
involving an extremely susceptible population. 
Evaluations of clinical versus subclinical influenza] 
illness have been reported * on a number of occa- 
sions for populations only partially susceptible to 
the strain of influenza causing a given epidemic. 
Because the Asian strain was new to the parish 
population, it was possible to use only a single 
serum specimen from each individual tested to 
gather the information presented here. 

Tangipahoa Parish lies north of New Orleans, 
across Lake Pontchartrain, and stretches 45 miles 
to the Mississippi state border. It is predominantly 
an agricultural parish, specializing in strawberry 
growing. Lumbering is also important, and several 
small industries, including a box factory, are located 
near the principal towns of the parish—Hammond, 
Ponchatoula, Independence, and Amite. The parish 
population is approximately 60,820, 67% being 
white. Medical facilities include 24 physicians, 
several private clinics, health units, and a small 
general hospital, the Lallie Kemp Charity Hospital, 
which is affiliated with Charity Hospital in New 
Orleans. There are 32 schools in the parish, includ- 
ing 12 for Negroes and 20 for whites. A feature of 
the parish is summer session schooling for many 
children so that they can be free to help with the 
strawberry harvest in the spring. On July 12, 1957, 
all 12 Negro schools and 8 of the 20 white schools 
opened for regular classes. This summer school 
pattern is believed to have been an important fac- 
tor in the occurrence of the summer epidemic. 

Physicians already had seen some sporadic cases 
of influenza-like illness commencing in late June 
and continuing into early July. Late in July, the 
first sharp increases in incidence of febrile respira- 
tory disease were noted in several Negro schools 
and at the hospital in Independence. On Aug. 5, 
the absentee rates were such that 10 of the Negro 
schools were closed for a period of one week. In 
addition to school closings, many recreational fa- 
cilities were closed temporarily at about this time. 
The community was understandably alarmed about 
the epidemic situation in view of the publicity that 
the new strain had already received in its progress 
around the world. At this time, epidemiologic 
studies were initiated in the parish. 


Methods 


Initial investigations included visits to most of 
the parish physicians to obtain a clinical picture of 
the illness. Patients with acute cases were exam- 
ined at the Lallie Kemp Charity Hospital, and 
records of outpatient (including emergency room ) 
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visits for all causes were kindly provided by the 
hospital authorities. School superintendents were 
interviewed and parish industries were surveyed 
for information on absenteeism. Extensive question- 
naire surveys in mid-August and mid-September 
provided epidemiologic information relating to 
influenza-like illness for a large proportion of the 
parish population. Later in the fall, schools in two 
representative communities of the parish were 
selected for serologic survey. Essentially the same 
survey methods were used in all schools. The 
schools serve children, with few exceptions, from 
families of modest means. 

On Oct. 9, blood specimens were obtained from 
297 high schoo] students in the two communities. 
Specimens were drawn from 170 Negro children at 
West Side High School in Amite and from 127 at 
Independence High School (white) in Independ- 
ence. An effort was made to obtain a representative 
sample of each high school population in terms of 
age and sex. Although blood was drawn on a volun- 
tary basis, response was good, for over 80% of 
those asked in each school agreed to be bled. Speci- 
mens were obtained from 44.7% of the children at 
West Side High School and from 38.3% of those 
at Independence High School. 

On Nov. 15, specimens were obtained from 131 
elementary school students in the same towns. 
Bloods were obtained from 22 children at West 
Side Elementary School (Negro) in Amite and from 
109 at Independence Elementary School (white ). 
Response was generally less good in this younger 
population. Only a small sample of the West Side 
Elementary School population (4.5%) was ob- 
tained; 32.7% of the Independence Elementary 
School children were bled, however, for a satis- 
factory sample. 

All those bled were asked to complete a ques- 
tionnaire asking whether they had had “flu” during 
the study period, July 1 to the time of bleeding. 
Also requested, in addition to identifying data, 
was the date of onset of illness, if “flu” was claimed, 
and information as to whether the child had re- 
ceived Asian strain influenza vaccine during the 
study period (only one child had). The children 
were very cooperative in filling out the forms. Most 
of them had had previous experience with the 
rather similar forms for the epidemiologic surveys 
in August and September. Influenza had previously 
been explained to the children by their teachers as 
a short illness characterized by sudden onset, fever, 
cough, aching, and a general “washed-out” feeling. 
Each child decided whether he or she had had “flu” 
and completed the form. In the elementary school 
some help was given by the classroom teacher, and 
absentee records were consulted. 

Samples obtained are considered to be represen- 
tative of the total school populations, for analysis 
of the samples and comparison with epidemiologic 
data obtained in August from the same schools 
revealed good correlation of epidemic curves and 
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attack rates in relation to age and race. Because 
the sample from the Amite elementary school 
children was small, it cannot, of course, be viewed 
with the same degree of confidence as the others. 
Serums were separated within 24 hours of draw- 
ing and shipped unrefrigerated to the Communi- 
cable Disease Center Virus and Rickettsia Labora- 
tories at Montgomery, Ala. Serums were treated 
with M/90 solutions of potassium periodate by 
adding two volumes of periodate and holding over- 
night at 4 C. Excess periodate was neutralized 
with two volumes of 1% glycerol-saline solution the 
following morning. Other details of this method 
will be presented in future publications.’ Hemag- 
glutination inhibition (HI) tests on the serums 
were performed using the Japan 305 egg-ferret- 
mouse-egg animal line which has proved to be 
most satisfactory for HI testing of the new strain. 


Results 


Tangipahoa Parish clearly experienced an epi- 
demic of Asian strain influenza during the summer 
of 1957. The clinical illness was tvpical of influenza 
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a number of Asian strain virus isolations were made 
from Tangipahoa Parish patients by Dr. William 
Mogabgab at Tulane University Medical School. 

The first graph of figure 1 demonstrates the effect 
of the epidemic on the outpatient (including emer- 
gency room) visits for all causes to the Lallie Kemp 
Charity Hospital during the last week of July and 
the first two weeks of August. The second graph 
of figure 1 presents the epidemic curve for those 
West Side and Independence high and elementary 
schoo] students who recorded influenza-like illness 
in the August-September epidemiologic surveys. 
The third graph of figure 1 presents the epidemic 
curve for those West Side and Independence high 
school students who, on the forms provided at the 
time of the blood drawing in October, recorded 
that they had experienced influenza-like illness. 
The three curves are similar in terms of timing, 
magnitude, and sharpness of the epidemic. 

In table 1 the attack rates, as determined by the 
epidemiologic surveys of mid-August, are presented 
for the elementary and high schoo] children of the 
West Side and Independence schools. These rates 
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Fig. 1.—Epidemic Asian strain influenza in Tangipahoa Parish, La., July 1 to Sept. 15, 1957. Left, total outpatient visits (all 
causes) at Lallie Kemp Charity Hospital. Center, dates of onset of illness, by week, of those high school and elementary school 
students reporting “flu” in epidemiologic survey at West Side and Independence schools. Right, dates of onset of illness, by 


week, of those high school students reporting “flu” in serologic survey at West Side and Independence schools. 


and similar to that seen in many other confirmed 
Asian strain epidemics during 1957. Questioning of 
physicians and members of the hospital staff re- 
vealed that the illness was characteristically sud- 
den in onset and marked by high fever, malaise, 
headache, generalized myalgia, sore throat, and 
cough. Gastrointestinal symptoms and nausea and 
vomiting were not unusual among the younger 
children. Physicians agreed that most of their pa- 
tients were children, but they saw moderate num- 
bers of adults with similar illnesses. Complications 
were rare. At the hospital, however, a number of 
patients with mild cases of pneumonia were ad- 
mitted—unusual for August in this region. Two 
deaths were clearly associated with influenza in 
the parish during the month. Clinically, the illness 
was typical influenza, and subsequent laboratory 
work made it quite clear that the epidemic was due 
to the type A/Asian strain of influenza virus, for, 
in addition to the serologic studies reported here, 


ranged between 43% and 69%. For children of the 
four schools combined, the attack rate was 60%. 
Attack rates in this range were recorded for most 
of the schools of the parish. 

In table 2 the crude data for the 428 high and 
elementary school students in the serologic survey 
are presented, and in figure 2 these data are 
graphed. The data are grouped here in a single 
table and graph for convenience in presentation. 
Graphic analysis of elementary and high school 
data separately revealed virtually identical curves. 
Separate consideration of white and Negro data 
also resulted in no significant differences (table 3). 
The curves resulting from the surveys show a 
natural distribution of titers with a distinct “break- 
point” between infection and absence of infection. 
It was apparent that a titer of 10 or greater (initial 
dilution) could be accepted as significant serologic 
evidence of infection in this study. 


| 
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Table 4 presents the relation of serologically 
demonstrated influenza to history of illness. Of those 
reporting “flu” on the questionnaires filled out at 
the time of the blood drawing, 87% were sero- 
positive. Of those reporting “no flu,” 53% were 
seropositive—a substantial number of inapparent 
infections. The total infection rate, confirmed 
clinical and subclinical, was 75%. 


Tasie 1.—Influenza Attack Rates Among School Children in 
Tangipahoa Parish, La., as Determined by Questionnaire 
Survey in Mid-August, 1957 


Students ‘Flu’ Reports, Attack 
No.* No.t Rate, 


School Surveyed, No. No. % 
Independence 
349 174 49.9 
West Side 
375 250 69.1 
345 10s 57.4 


92.3% of independence schools (high and elementary) surveyed (666 
enrolled): 83.3% of West Side schools (high and elementary) surveyed 
(865 enrolled). 

+ Reported influenza-like illness, July 1 to Aug. 18, 1957. 


Inapparent infections may be looked at in another 
way as well. Of the 323 subjects who showed sero- 
logic evidence of infection, only 80, or 25%, re- 
ported “no flu.” Thus the “case to carrier” ratio 
was 243:80 or approximately 3:1. Of the sero- 
positive findings, 75% were in patients with clini- 
cally apparent illness. 


TABLE 2.—Asian Strain Influenza Hemagglutination Inhibition 
(HI) Antibody Titers in High and Elementary School Students 


Students, No. 


Reporting Reporting 
H! Titer (Initial Dilution) i No “Flu” Total 
33 70 103 
7 3 10 
278 10 428 
Comment 


The results described above differ from the find- 
ings of serologic studies of influenza epidemics of 
past years, for such epidemics rarely involved total- 
ly susceptible populations. It is of interest to con- 
trast some of these studies with the present one. 
In Tangipahoa Parish, to repeat, it was shown that 
(1) 75% of two typical school populations had 
significant serologic infection; (2) of those report- 
ing influenza-like illness during the study period, 
87% were seropositive for Asian strain influenza; 
(3) of those reporting no illness, 53% were sero- 
positive; and (4) the “case to carrier” ratio was 
approximately 3:1. 

It should be mentioned here that the Tangipahoa 
epidemic occurred in midsummer, a season in 
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southern Louisiana which is usually relatively free 
of respiratory disease of all types. This fact partially 
eliminates the common problem encountered in 
studies of fall-winter influenza caused by the pres- 
ence of respiratory disease of other etiologies 
mimicking influenza and confusing attack rate de- 
terminations. 

The attack rates (clinical and serologic) were 
high in Tangipahoa Parish among children between 
ages 6 and 20—a fact which is not surprising in 
view of the evident high susceptibility of the popu- 
lation. Few comparably high clinical attack rates 
for previous influenza epidemics in the United 
States have been recorded. Francis,‘ however, noted 


TABLE 3.—Comparison of Asian Strain Influenza Hemag- 
glutination Inhibition (H1) Antibody Titers for West Side 
High School Students (Negro) and Independence High 
School Students (White) 
Students, No. 
“Independence High West Side High 


(initial Dilution) “Flu” No “Flu” Total “Flu” No “Flu” Total 


11 30 41 10 22 32 

2 a a 0 0 
2 2 4 1 6 
12 18 30 ) 3) 


in an influenza tvpe B epidemic in California that 
attack rates for individuals under 20 years of age 
in three different towns were 59.4%, 41.2%, and 
55.0%—clinical rates similar to those noted in the 
parish. An important question is what the serologic 
infection rates were for those same persons in the 
California towns. The same question applies to 


TABLE 4.—Relation of Serologically Demonstrated Influenza 
Infection to History of Illness 


Students Students 
Reporting Reporting 
"Flu," No. No. Seropositive, 
Blood Sero- Sero- Sero- Sero- —— 
Speci- posi- nega-  posi- nega- No 
Schoo! mens tive tive tive tive “Th” “Fm” 
Independence 
High sehool .... 9 127 Mi 13 2s 30 81.2 48.3 
Elementary ..... 109 1 10 22 lh 85.9 57.9 
West Side 
High school ..... 170 111 10 27 22 91.7 55.1 
Elementary ..... 2) 2? 3 ? 88.2 60.0 


other previously studied United States influenza 
epidemics. Where serologic studies have been per- 
formed, the rates for significant serologically dem- 
onstrated infection have often been substantially 
lower than the clinical attack rates as a result of 
the problem of clinical differentiation of influenza 
from other respiratory diseases. In Tangipahoa 
Parish the clinical attack rates were high, but the 
proportions of serologically significant infection 
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were considerably higher. There was evidently very 
little respiratory disease of other etiologies present 
during the summer. 

Previous investigators have also been concerned 
with the importance of subclinical infection in 
epidemic influenza. Francis and associates,” in 
1937, presented data showing that perhaps 10 of 39 
contacts of influenza cases studied had undergone 
asymptomatic infection. All 10 of these had had 
antibodies in their acute serum, and the diagnosis 
was based on either a rise or fall in antibody. 

Rickard and co-workers,”” in 1938, studied the 
occurrence of influenza in a rural community in 
Westchester County, N. Y. Of a group of 820 per- 
sons studied, 59 ill persons were diagnosed by 
either virus isolation or serologic study as having 
influenza A infections. An additional 63 persons 
had significant increases in neutralization titers but 


‘Flu’ 


‘NO FLU' 


40— 


PERCENT OF STUDENTS 
3 


e 
e 
e 
e 


5 10 20 40 
HI! ANTIBODY TITERS (initial dilution) 


Fig. 2.—Distribution of hemagglutination inhibition anti- 
body titers among high school and elementary school stu- 
dents reporting “flu” and “no flu” in serologic survey. 


gave no history of illness suggestive of influenza. 
Thus, 14.9% of the total group of 820 persons gave 
evidence of infection, and, of these, 51.6% were 
classed as having subclinical illness. 

Salk and others,** in reporting on vaccine studies 
conducted in a military population at the University 
of Michigan in 1943, found serologic evidence of 
infection in 56 of 138 unvaccinated controls stu- 
died, giving an infection rate of 40.6% during a 
type A influenza epidemic. Of the total infected, 
37.5% did not report to sick call, while 35.7% had 
typical influenza and the remaining 26.8% had 
other respiratory illnesses diagnosed. Inapparent 
infection rates of a different order of magnitude 
were reported ** for an epidemic of influenza A 
at Fort Bragg, N. C., in 1943. During a four-week 
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period, serologic evidence of infection was observed 
in 36.2% of 588 men studied. Recognized febrile 
respiratory illness constituted only 21.1% of the 
total infections, while 78.9% of those infected had 
no recorded febrile illness—a “case to carrier” ratio 
of 1:4. The Tangipahoa data on infection in a high- 
ly susceptible civilian population give results al- 
most exactly the reverse (a “case to carrier” ratio of 
3:1) of the Fort Bragg data, but the conditions of 
the latter study were, of course, quite different 
from those of the Tangipahoa study. 


Summary 


Serologic studies of infection with Asian strain 
influenza virus were carried out in a rural Louisiana 
parish approximately two months after a sharp 
summer epidemic of this disease. A simple retro- 
spective questionnaire, filled out at the time of 
blood drawing, provided data for calculation of 
clinical attack rates. Of the 428 high and elemen- 
tary school children from whom blood specimens 
were obtained, 75% showed significant evidence of 
infection by the Asian strain. Of these 428 children, 
278, or 65%, reported clinical influenza-like illness 
during the period of July 1 to time of blood draw- 
ing. Of those serologically demonstrated to have 
been infected, 25% claimed that they had not had 
influenza during the study period, while 75% of 
those infected stated that they had experienced an 
influenza-like illness during the summer—a “case to 
carrier’ ratio of 3:1. Of those claiming to have had 
influenza, 87% were seropositive (that is, made a 
correct self-diagnosis ), while of those claiming no 
influenza, 53% were seropositive. 


630 W. 168th St., New York 32 (Dr. Carey). 
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CERVICAL TAMPON-—SYNCHRONOUS TEST FOR OVULATION 


SIMULTANEOUS ASSAY OF GLUCOSE FROM CERVIX AND FOLLICULAR FLUID 
FROM CUL-DE-SAC AND OVARY BY CULDOTOMY 


Joseph B. Doyle, M.D., Boston 


There is a period in each month when the ma- 
ture Graafian follicle will expel its liquor folliculi. 
Unless promptly aspirated by the tubes the egg 
floats down the side of the pelvis where, if tubal 
motility and patency are unimpaired, one of the 
tubes will siphon it up and propel it toward the 
uterus. If coitus has been timely, sperms will have 
ascended through the cervical mucus cascade, 
which exudes from the os of the cervix at this time, 
even should third-degree retroversion of the uterus 
be present. A few sperm will have reached the 
distal end of the tubes, where one of their number 
will penetrate the ovum. In a given instance we 
cannot know whether the ovum escapes or how it 
makes its way into the tubes. Any data that help 
to determine even approximately the time of follicle 
rupture are of cardinal importance. 

Since the ovum is fertilizable for only 12 hours 
subsequent to its escape from the follicle of the 
ovary with the follicular fluid,’ it is obvious that 
a test which would be synchronous with the escape 
of follicular fluid would be exceedingly valuable in 
timing coitus for the infertile couple. Since the rela- 
tively infertile husband should observe three to five 
days of sexual inactivity to maintain a maximum 
sperm invading force at this time,’ it is necessary 
to predict as accurately as possible the exact single 
12-hour temporal unit out of the 56 such temporal 
units in the idea] 28-day menstrual cycle. Thus the 
opportunity for conception is limited to at best 12 
half-day units of fecundity out of 730 such half-day 
occasions per annum. 

During the 12 months of her menstrual annual 
calendar, the relatively infertile wife may ovulate, 
however, only on six occasions. Weinstein * has 
shown by monthly endometrial biopsies (which are 
an excellent post factum indication of ovulation ) 
that in 40 regularly menstruating women so 
studied for one year, none ovulated more than 11 
times and 65% ovulated only 6 times or less. If the 
menses are regular within three days, as Farris * 
demonstrated in 77% of his infertility patients by 
careful analysis of 208 cycles of these women whose 
menstrual rhythm varied from 24 days to 35 days, 
determining ovulation time over a period of cycles, 
ovulation rhythm is more regular than menstrual 
rhythm. Variation of the interval of the menstrual 
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A newly developed test paper that can be 
applied to the cervical mucus has made it 
possible to detect an increase in glucose con- 
centration that accompanies ovulation. The 
use of the cervical tampon here described 
facilitates the test. It can be carried out at 
home by the fertile or infertile wife either to 
achieve pregnancy or to postpone the next 
pregnancy when medically necessary. The 
time relations of the appearance of glucose 
in the cervical mucus to the appearance of 
the ‘square root sign” in the patient’s basal 
morning temperature chart have been de- 
termined. In addition, two cases are de- 
scribed in which it was possible, by direct 
observation, to locate corpora hemorrhagica 
on the ovaries. The disadvantage of relying 
on temperature charts is that several days 
of maximal fertility have already elapsed 
before the trend of the curve can be recog- 
nized with confidence, while the chemical 
test has the advantage of giving positive in- 
formation at the time it is most needed. The 
maximal glucose color response is simul- 
taneous with the appearance uf the corpus 
hemorrhagicum on the ovary and clearly 
indicates the proper timing of coitus. 


cycle was less than three days in 77% of women 
tested and less than two days in 65%. Variation of 
ovulation time was less than three days in 93% and 
less than two days in 80%. Fifty conceptions were 
achieved in 208 cycles by isolated coitus or artificial] 
insemination on known dates of conception. The 
recent work of Buxton’ in dating recent corpora 
lutea similarly indicates that there is a period of 
approximately five days, two days before and the 
day of the shift and two days subsequent to the 
shift, which more likely constitute the fertility 
phase. 


Inadequacies of Basal Temperature Determination 
of Ovulation Time 


Up to the present the only means whereby the 
infertile couple could calculate at home this pre- 
sumably most fertile period has been to have the 
wife record her waking oral or rectal temperature. 
A study of conceptions achieved by isolated coitus 
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or donor insemination in the current literature re- 
veals that a variation in conception time may be 
represented schematically as indicated in figure 1. 
(The circles represent time of successful coitus or 
insemination in relation to the thermal shift. ) 

Most successful inseminations occur two or three 
days before the calculated time of the thermal shift 
on the basis of the observations of at least three 
preceding months. Barton and Weisner in Eng- 
land ° have never seen a case in which pregnancy 
by donor insemination was achieved beyond 48 
hours after the thermal shift. Farris,’ in 100 con- 
ceptions, noted that more pregnancies (43%) oc- 
curred on the day before the day of the dip to the 
lowest morning temperature (L day) than those 
occurring on that day (15%) and during the ther- 
mal shift (35%). Only 7% occurred on the day after 
the rise in temperature. 

Recent studies with donor insemination indicate 
that pregnancies can occur as early as days 9 to 11 
in the cycle and that most pregnancies occur from 
days 10 to 16.’ 

I am now making a survey, with the cooperation 
of 500 fertility specialists in the American Society 
for the Study of Sterility and the International 
Fertility Association and also with selected Fellows 
of the American College of Obstetrics and Gynecol- 
ogy, to determine the relation of basal body tem- 
perature and day of the cycle to successful preg- 
nancies by donor insemination. However, I have 
myself observed good temperature shifts in patients 
whose biopsy specimen revealed pseudoluteiniza- 
tion of the follicle.”* It must be concluded that the 
thermal shift of the basal morning temperature is 
the best concurrent index of the ovulatory phase of 
the cycle and not of actual rupture of the follicle 
or ovulation itself. 

Since fertilization may occur 48 hours after coitus 
(sperm are known to survive in the tubes for this 
length of time *”), it is obvious that the determina- 
tion of conception time is an elusive thing. It is my 
considered opinion that it is unwise to have patients 
timing coitus for only the day of the thermal shift. 
Much less psychic tension will be aroused if pa- 
tients are simply given a four-to-five-day optimum 
fertility phase and told to exercise their marital 
right during that period as frequently as they de- 
sire. It has been shown that too intensive anxiety 
can actually precipitate uterotubal spasm which 
may either prevent conception or lead to tubal 
pregnancy. Surgical exploration coordinating the 
relationship of the thermal shift to the exact occur- 
rence of ovulation has proved this thermal shift to 
be not always an accurate indicator of the actual 
time of ovulation. Thus, many couples have been 
observing sexual rest beyond the time when ovula- 
tion occurred. 
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Cervical Glucose Methods 


A glucose Tes-Tape (strips impregnated with the 
enzyme, glucose oxidase) test for ovulation, an 
office procedure requiring daily visits for several 
days, has been described recently by Birnberg and 
associates.” It utilized the basic biochemical prin- 
ciple of Pommerenke,”’ Keston,’® Coulthard and as- 
sociates,'' and Comer '* that the variations in re- 
ducing substances result from a hydrolytic splitting 
of cervical mucus-releasing or glycogen-releasing 
glucose in the mucus cascade which pours from the 
cervix during the ovulatory phase of the menstrual 
cycle. 

A test which demonstrates a sharp rise in the 
content of glucose in the cervical mucus would be 
more meaningful if it were shown that synchro- 
nously positive glucose tests were demonstrated 
from (a) the follicular fluid of a recently ruptured 
follicle (now an early corpus hemorrhagicum ) but 
still exuding clear liquor folliculi and (b) from the 
vaginally aspirated cul-de-sac peritoneal transudate, 
which would consist of follicular fluid and some 
tubal fluid and peritoneal secretion. 
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Fig. 1.—Basal thermal shift, somewhat idealized to indi- 
cate optimal coital time for infertility. Rhythm patients are 
told to wait until four days after plateau of “square root 
sign” to avoid fertilization. Circles represent time of success- 
ful coitus or insemination in relation to thermal shift and 
show variations in conception time. 


It would then be logical to deduce that such a 
rise in the glucose content in the mucus cascade 
usually seen pouring from the external os of the 
cervix was indeed an accurate index of the escape 
of follicular fluid from the ovary and of its aspira- 
tion by soundly functioning and_ physiologically 
elongated tubes. For Rubin '* has shown that the 
tubes elongate at this phase of the cycle from their 
usual length of 3 to 4 in. to a length of 6 to 9 in. 
Such a simple test is now available and has been 
confirmed, once by culdotomy and on another occa- 
sion during the same week in another patient by 
laparotomy. 

Tampon Technique.—Recently, I described the 
use of a 10-cm.-long tampon with a plastic coating 
as a simple method of preserving the pH of the 
seminal pool] for two to eight hours when used after 
coital deposition of the ejaculate into the protected 
coital pool afforded the infertile wife who uses the 
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cervical spoon.’* (A cardboard tampon is now 
available.) The outer inch of the tampon is devoid 
of the plastic coat for comfortable retention in the 
sensitive introitus of the vagina. The pH was deter- 
mined by the application of Nitrazine (sodium 
dinitrophenyl-azo-naphthol disulfonate) paper to 
the tip of the plasticized end of the tampon."* 

It was noted that, when Tes-Tape was placed on 
the tip of the tampon, the patient could herself in- 
sert the tampon for only three to five minutes into 
contact with the profuse cervical mucus from day 
8 to day 16. The Tes-Tape became progressively 
bright leaf green to deep green (represented by 
the 0.25% reading on the Tes-Tape indicator chart ) 
on the day of ovulation. The test became of maxi- 
mal color within five minutes and then faded 
slightly. If the tampons were promptly mailed to 
my office, a comparative study of the tampon tips 
was satisfactory if received within 36 hours. The 
color extends down the sides of the tape, forming a 
solid color under the scotch tape. This is better than 
the streaking obtained with the technique of insert- 
ing the tape into the cervix. There appeared to be 
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Fig. 2 (case 1).—Typical basal temperature chart, in 
which several false dips suggest that thermal shift is ready 
to occur. infertile husband should have still been resting 
sexually until L day (day 14), as confirmed by tampon glu- 
cose test and culdotomy assay for glucose from recently rup- 
tured follicle and cul-de-sac fluid. 


good correlation of quantity and spinnbarkeit of 
the mucus discharged and intensity of the fern 
pattern therein observed after drying of aspirated 
mucus in 15 recently observed infertility patients 
when tests were done in the office. 


Significance of Positive Glucose Determinations 
by Tes-Tape Method 


Case 1.—A 30-year-old infertile wife, married seven years, 
whose thermal shift usually occurred regularly on day 13 to 
14, observed her lowest temperature, 97 F (36.1 C) (L day) on 
day 14, March 25, 1958 (fig. 2). The plastic tampon was 
inserted vaginally for two preceding days with only faint 
green coloration; on day 14 it became brilliant deep green. 
A culdotomy for uterine denervation was planned to aid 
growth in a uterotubal hypoplasia confirmed by hystero- 
salpingography. With the patient under spinal anesthesia, 
1.5 cc. of faintly sanguinous fluid was aspirated from the 
cul-de-sac. A Tes-Tape tipped plastic tampon was inserted 
just long enough to wet the tape immersed in the aspirated 
peritoneal fluid. It promptly became moderately positive 
(0.1% glucose by the Tes-Tape chart). 
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The polyvinyl-coated cervical tampon (to the tip of 
which the Tes-Tape had been affixed by scotch tape) was 
placed against the cervix for one minute. A much more 
brilliant green reaction occurred (0.25%), approximately 
twice that obtained from application of the tape to the 
aspirated cul-de-sac fluid, which was a mixture of follicular 
fluid and peritoneal transudate (fig. 2). 

During the culdotomy, photography was done through a 
1.5-in opening of the posterior vaginal fornix, with the 
lighted right-angle retractor of the Doyle pelviscope set 
used as a light source. The left tube was observed touching 
the inferior surface of the left ovary, then letting go and 
siphoning in the bottom of the cul-de-sac. 

By grasping the left ovary with a long right-angle hook, 
it was possible to completely rotate the ovary in its longi- 
tudinal axis. There was no follicle or corpus luteum in the 
left ovary. On inspection of the right ovary on the uterine 
pole a freshly ruptured follicle was seen. However, it re- 
quired the pelviscope to locate the right tube, which was 
nowhere in the vicinity of the ovary but rather was suction- 
ing the lateral wall of the pelvis. During the five hours of 
observation, with the patient under spinal anesthesia supple- 
mented by thiopental (Pentothai) anesthesia, we finally saw 
the approximation of the left tube toward the right ovary 
and its freshly ruptured follicle as it lay low in the cul-de- 
sac, suggesting a probable mechanism of transmigration of 
the ovum. 

The fresh corpus hemorrhagicum was excised for biopsy 
and was dated as having probably been obtained approxi- 
mately 12 hours after ovulation, since the vascular layer 
between the theca interna (which showed minimal early 
luteinization ) and theca externa was still congested (fig. 3). 
In some areas intrafollicular hemorrhage was noted. 

Since the patient was operated on on day 14, which has 
consistently been the low day of her basal morning tempera- 
ture determinations, this case offers a direct proof that the 
maximal cervical glucose test is synchronous with the im- 
mediate ovulation phase, that is, the occurrence of rupture 
of the Graafian follicle and the critical hours for migration 
of the ovum into the tube. I have previously described 
surprisingly advanced luteinization before rupture of the 
follicle.7* 

Case 2.—The second patient was a 21-year-old woman 
with a primary infertility problem of three years’ duration, 
complicated by the presence of a deeply bicornuate unicollis 
uterus resembling a uterus didelphys. On day 17 of a usual 
32-day cycle, her oral basal temperature was 97.8 F (36.6 C), 
having risen from 97.0 F (36.1 C) on day 16. 

On the morning of her operation the cervical glucose 
tampon test was mildly positive. The cul-de-sac was aspir- 
ated, and 4 cc. of faintly blood-tinged fluid was obtained, 
which was promptly positive when a tampon was inserted, 
the tape turning from mustard color to bright kelly green 
within the minute and becoming most intense within five 
minutes, thereafter fading slightly at the tip but not under 
the scotch tape. 

Accordingly, a laparotomy was done. The left ovary was 
found with the mesosalpinx draped over it. The left tube, 
however, was bypassing the ovary and suctioning the rec- 
tum. Upon lifting the mesosalpinx we found a recent corpus 
hemorrhagicum on the uterine pole of the left ovary. The 
right tube was similarly draped over the ovary so that one 
could not see the ovary until one lifted the mesosalpinx. The 
tortuous injected tube was carefully elevated, and it was 
observed that the fimbrial orifice of the infundibulum was 
curled up under the uterine pole of this ovary fixedly and 
was touching its lower surface. However, there was no ripe 
follicle or corpus hemmorrhagicum on this ipsilateral ovary. 
It appears, therefore, that transmigration of the ovum may 
be by flotation of the liquor folliculi to the cul-de-sac. The 
ovum in this instance could migrate by aspiration from the 
pool of fluid seen covering the perirectal, parametrial, or 
cul-de-sac peritoneum. 
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It seems a most fortuitous circumstance if the tube hap- 
pens to be lying directly over that portion of the ovary from 
which the egg escapes. We have yet to observe it in 12 such 
ovulation-time culdotomies. Transmigration of the ovum can 
also be explained by the crossing over of one tube to the 
heterolateral ovary as was observed at culdotomy in the first 
case. In the second case, a biopsy was performed on the 
ovary for careful examination of the corpus hemorrhagicum. 
The probable age, relative to ovulation, of a biopsy specimen 
of this corpus hemorrhagicum was estimated as approximate- 
ly 12 hours. 

Aspiration of liquor folliculi directly from this follicle (ap- 
proximately 0.5 cc.) prior to its excision permitted the inser- 
tion of a plastic-covered tampon tipped with Tes-Tape directly 
into the liquor folliculi of the follicle. We observed a vivid 
leaf-green color reaction (0.1% on the chart) within one 
minute, reaching its apex within five minutes and then fading. 
A Strassmann metroplasty'® and a Doyle paracervical de- 
nervation of the uterus** were then done to increase the size 
of the fundic cavity and to aid in its vascularization for nida- 
tion and growth of the uterus and of the fetus. 
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gography despite administration of 50 mg. of pro- 
chlorperazine (Compazine) just before operation 
in the second patient. Tubal hypoplasia may pre- 
vent adequate aspiration of the fluid in the cul-de- 
sac from an ambulatory patient. Hence the proper 
time to insert the vaginal tampon appears to be 
prior to rising from bed in the morning. If the.test 
is weakly positive after five minutes of contact, the 
tampon should be reinserted against the cervix 
vaginally for five more minutes. The dry denuded 
outer tip of the tampon aids the retention of the 
tampon by introital reflex tension from the pro- 
tusion of the soft end of the tampon beneath the 
sensitive area of the vagina beneath the clitoris. 
It seems likely that the glucose reaction may be 
due to aspirated liquor folliculi, although at this 
point it cannot be unequivocally determined 


Fig. 3 (case 1).—Photomicrograph of recently ruptured Graafian follicle, showing marked congestion of vascular wreath 
beneath granulosa cells and theca interna, with incipient lutein changes (left, « 100; right, « 400). 


Comment 


The cervical tampon Tes-Tape test for glucose in 
the cervical mucus becomes maximal synchronously 
with positive tests from cul-de-sac transudate of 
liquor folliculi (often diluted by the tubal fluid and 
the peritoneal transudate that may occur with pel- 
vic congestion in infertile wives). Simultaneous 
positive tests are observed after contact for one 
minute with fluid directly aspirated from the fol- 
licle. The test appears to be a good direct test for 
tubal siphonage of liquor folliculi. 

A weakly positive test may still indicate ovula- 
tion if there is functional tubospasm. Unilateral 
uterotubal spasm was observed by hysterosalpin- 


whether it is due also to hydrolysis of the cervical 
mucus by changes in the enzyme system therein,’® 
probably secondary to the chemical stimulus of the 
liquor folliculi or possibly to the action of other 
ovarian hormones, by way of the blood stream, on 
the cervix.* In any event, this evidence taken to- 
gether with the prompt occurrence of pregnancy in 
the series of 23 out of 27 fertile women with sterile 
husbands by donor insemination (A.I.D.) reported 
recently by Birnberg and Kurzrok,* indicates that 
this indeed is a simple “boudoir” test available to 
the fertile and infertile wife either to achieve preg- 
nancy or to postpone the next pregnancy when 
medically necessary. 
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Rhythm Considerations 


The period of relative fertility has been said to 
extend from day 8 to day 22 and the period of 
optimum fertility from day 10 to day 16. The actual 
day of optimum fertility will of course depend upon 
the determination of the dip and the rise which is 
indicated on the temperature chart—much like the 
square root insignia so familiar even to the grade- 
school child. The period of minimal fertility ex- 
tends from the day preceding the succeeding men- 
struation backwards to a point at least four days 
beyond the achievement of the high phase of the 
temperature shift; that is, once the square root sign 
has paralleled off as a plateau for at least four 
days. Since the ovum probably died 48 hours after 
the achievement of the high phase, it has disinte- 
grated during the succeeding two days. The period 
of minimal fertility exists thereafter until the next 
menstrual period (fig. 1). 

Since emotional factors are known to cause un- 
predictable marked variations in menstrual rhythm, 
it is extremely important to assure the patient's 
peace of mind on the basis of her present condition, 
not of the past or the unpredictable future. In pro- 
tecting invalid mothers from a pregnancy which 
would be more wisely postponed in the interest of 
her health it has been our practice not to permit 
any coitus until four days after the “plateau of the 
square root sign” had been maintained. It seems 
unscientific to assume safety of the mother on the 
basis of the expectation that she will continue to do 
this month what she has previously done for sev- 
eral months. It becomes obvious that a test which 
would demonstrate the time of the escape of follicu- 
lar fluid would be more practical for detecting the 
time of the presumed escape of the egg from the 
follicle itself. It seems logical that calculation of 
any mathematical relation in which the constant 
lies in the future, like ordinary rhythm by calendar 
method, is less scientific than concurrent calcula- 
tion of the actual ovulation itself. The postpartum 
patient in poor health will have greater peace of 
mind if she is told that she cannot conceive in this 
cycle here and now under consideration by omit- 
ting coitus for at least four days after the thermal 
shift or after the glucose test has become deep 
green 2+-. Since the egg would then have died at 
least 48 hours previously, pregnancy would be 
biologically impossible. The use of chemical 
spermicides or oocides thus seems unnecessary. 

Periodic continence during the periods of relative 
fertility, determinable by constant basal temper- 
ature determinations aided by early and midcycle 
use of the cervical tampon, offers a method of 
achieving a normal marital relationship, relief of 
physical tension, and achievement of peace of mind. 
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Summary 


A simple test, which can be done at home, has 
been devised for a sharp rise in the glucose concen- 
tration present in the cervical secretion synchro- 
nous with the occurrence of ovulation. The test is 
simple, inexpensive, and useful for promoting or 
postponing pregnancy. The daily use of a strip of 
Tes-Tape (strip impregnated with the enzyme, 
glucose oxidase) held over the tip of a_plastic- 
covered tampon (a cardboard tampon is now avail- 
able) will permit the observation of the maximal 
glucose green color, indicative of optimum concep- 
tion time for the infertile couple. The maximal 
glucose color response was observed to be simul- 
taneous with the appearance of two early corpora 
hemorrhagica and the variations of the tubo- 
ovarian mechanism (found by culdotomy and 
laparotomy respectively ). 

The method of periodic marital continence 
(rhythm) when medically indicated can be more 
easily practiced than by unaided calendar calcula- 
tion or the unaided use of the often misleading 
basal temperature charts. It is suggested that coitus 
be restricted until four days after the appearance 
of the deep green 2+ (0.25%) glucose reaction of 
the Tes-Tape for those patients (for example, the 
postpartum patient in poor health) for whom preg- 
nancy should prudently be postponed. The patient 
will have greater peace of mind if she is told that, 
if she follows these directions, she cannot conceive 
in the cycle here and now under consideration. 
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ANTIGENIC PECULIARITIES 
SEROLOGIC INDEXES 


S. L. Khait, Cand. Med., Moscow, U. S. S. R. 


The pandemic wave of influenza which spread 
over the globe in 1957 has again attracted the 
attention of investigators to this disease. Study of 
this pandemic has brought to the fore new pecu- 
liarities in the spread of the disease. On the one hand 
was the high contagiousness of the disease in “flu 
areas,’ where most of the people in large collectives 
and populated areas became ill with influenza. On 
the other hand was the fact that some areas were 
free from the disease during the first six months 
of the pandemic. 

This may perhaps be accounted for by the fact 
that the pandemic wave spread during the sum- 
mertime, i. e., a period of the year that is not 
conducive to the dissemination of the disease, al- 
though peculiarities of the circulating viruses and 
the state of anti-influenzal immunity in the popula- 
tion may also have been contributing factors. 

It was to check on this last assumption that the 
present investigation was undertaken, and _ the 
preliminary results are presented in this communi- 
cation. 


Materials and Methods 


Viruses.—The strains of influenza virus isolated 
during June-July, 1957, in Moscow and surrounding 
area were used for the investigation. The viruses 
were used in the form of allantoic fluid after four 
to eight passages in embryonated chicken eggs. 


From the Institute of Virology, Academy of Medical Sciences. 
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OF 1957 INFLUENZA VIRUSES AND 
OF IMMUNITY AMONG THE POPULATION 


V. M. Zhdanov, M.D., L. Y. Zakstelskaya, M.D., V. E. Yefimova, M.A. Yachno 


and 


This investigation was undertaken to de- 
termine whether the peculiarities of circu- 
lating influenza viruses and the state of 
anti-influenzal immunity of the population 
might have contributed to the spread of the 
influenza pandemic of 1957. Strains of in- 
fluenza virus isolated during June and July 
in and about Moscow were used. The anti- 
genic patterns of 15 Russian strains are 
tabulated and compared with two different 
Singapore 1957 strains obtained by way of 
England and the United States. Despite the 
complexity of these patterns, some classifi- 
cation was possible. The hemagglutination 
tests must be supplemented by other sero- 
logic tests in the study of serologic shifts with 
respect to new strains. The neutralization test 
in particular was found to be sensitive and 
informative, since it detected antibodies 
against certain strains in serums which had no 
antihemagglutinins for these strains. The most 
extensive outbreaks of the disease occurred 
in cities where the titers of antihemagglutinins 
among the population were the lowest. The 
assembled data show that changes occurred 
in the immunity of the population as well as 
in the characteristics of the viruses as the 
pandemic developed. 
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Antiserums.—To determine the antigenic pattern 
of the viruses we used the serums of rats immunized 
with prototype strains of influenza virus types A, 
A’, B, C. and D and also strains isolated in 1957. 

Rats weighing 150-200 Gm. received two intra- 
peritoneal injections of 2 ml. of undiluted allantoic 
fluid, containing live virus, at an interval of seven 
days. They were bled 10 to 12 days after the second 
injection. In view of the feeble antigenicity of the 
new influenza strains, the cycle of two injections was 
repeated after an interval of one month. The strains 
used for these investigations were A-PR_ 8, 
A-Shklaver, A’-Pan, B-Kri, C-Moscow, and D- 
Moscow and also newly isolated influenza virus 
strains. 

Samples of human serum taken from donors 
throughout the Soviet Union in 1956 and 1957 were 
also studied. To remove nonspecific inhibitors, the 
serums were processed with carbon dioxide by the 
method of Fridman’ and Gorbunova.* Serums 
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We used undiluted serum and varying dilutions of 
virus, and the neutralization index represents the 
ratio of the titer of virus in the control and serum 
mixtures. The controls were virus without serum 
and virus with normal (nonimmune) serum. All 
serums were heated at 56 C for 30 minutes before 
being used in the experiments described below. 


Antigenic Pattern of Influenza Viruses Isolated 
in 1957 and Selection of Strains for Study 


In June and July of 1957 we isolated 20 strains 
of influenza virus from patients with clinical in- 
fluenza. The results of an analysis of their antigenic 
constitution by means of hemagglutination-inhibi- 
tion tests are shown in table 1. It is clear that the 
antigenic pattern of the 1957 influenza strains dif- 
fered considerably from the previously known 
viruses, thus forming an independent serologic 
group. Two subgroups can be differentiated among 
the 1957 strains. 


TasLe 1.—Analysis of Antigenic Pattern of Influenza-Virus Strains Isolated in 1957 by Hemagglutination-Inhibition 


Rat Antiserums Prepared with* 


1957 Strains 


Standard Strains ‘Singa- 
pore Singa- 
A- D- (Eng- pore 
Viruses A-PR & Shklaver A’-Pan B-kKri Moscow Moscow land) Bar 49 72 KSK 65 80 66 Kop 34 (U.S.A.) 

Ee oe ee 1 % 1/16 0 0 0 0 0 0 0 0 0 0 0 0 0 0 
CE psa ctcdsosevesebsntes 1/16 1 1/32 0 0 0 0 0 0 0 0 0 0 0 0 0 
EN Civ adheoweidseedsnisace see 1/32 1/82 1 0 0 0 0 0 0 0 0 0 0 0 0 0 
0 0 0 ] 0 0 0 0 0 0 0 0 0 0 0 0 
Chi cedebassitevacavcne 0 0 0 0 ] 0 0 0 0 0 0 0 0 0 0 0 
DE: civ ceadchiatebanaveses 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 
Singapore (England) ........... 1/16 0 0 0 0 1 ] 1 be 1 8 4 4 4 s 4 

1/32 0 0 0 0 1 1 1 4 4 4 4 
0 0 0 0 ly % 1 1 4 8 4 2 
bess 0 0 0 0 0 % 1 1 8 2 4 4 8 4 
ee ae eer 1/32 1/32 1/32 0 0 ] 1 1 % ] 2 1 1 4 4 2 
0 0 0 0 0 4 “4 1 1 1 1 2 1 
0 0 0 0 0 4 1 1 2 1 1 1 
0 0 0 0 0 le % ly 1 2 1 0 0 0 
Singapore (U.S.A.) ............. 0 0 0 0 0 & &2& 1 1 
Titer of serum with homologous 

320 320 320 320 160 160 160 320 320 320 160 40 40 40 80 40 40 


* Fractions express the relation of the homologous titer of the antiserum to the heterologous one: 0 indicates the ratio is below 1/64 or the virus 
did not react with a given serum; units and integers show that a given virus is inhibited by heterologous serum in titers equal to or larger than the 


corresponding homologous virus. 


diluted 1:10 with distilled water were saturated 
with carbon dioxide until a stable precipitate 
formed. The centrifuged supernatant fluid was 
used for the tests. 

Serologic Reactions.—Hemagglutination-inhibition 
tests and neutralization in tissue culture were used. 
The hemagglutination-inhibition test was conducted 
by the commonly used method,’ with the chicken 
erythrocytes. Virus neutralization tests were carried 
out in cultures consisting of small pieces of 
chorioallantoic membrane of chick embryos and 
nutrient medium in glass tubes. Fulton and 
Armitage," Tamm, Folkers, and Horsfall,° and 
Ryabova’® successfully used this method for the 
selection of substances possessing virostatic activity. 


The first subgroup of strains (Bar, 49, 72, KSK, 
and the strain Singapore/57 obtained from Eng- 
land) reacts actively with homologous and heter- 
ologous serums (avid strains ). The second subgroup 
of strains (66, Kop, 34, and the strain Singapore/57 
obtained from the U. S. A.) reacts less actively 
with homologous than with heterologous serums 
and is not completely inhibited by the serums of 
the first subgroup (nonavid strains). There is an 
intermediate group of strains too (65, 80, and 
maybe 66). 

Supplementary investigations which were carried 
out showed that the strains of the avid and non- 
avid groups have some further properties which 
differentiate them (table 2). 


1 
V. 


Vol. 167, No. 12 


Thus, the avid variants were highly sensitive to 
inhibitors present in normal serums of horse, rab- 
bit, rooster, rat, and other animals. Only mouse 
serums were without activity against the strains of 
both subgroups. At the same time avid strains did 
not agglutinate erythrocytes of the mouse and 
cow, while nonavid strains agglutinate them in 
relatively high titers (1:80-1:160). Also, some of the 
strains of the avid subgroup gave polytypic reac- 
tions with serums of previously isolated A and A’ 
viruses. These group (cross) reactions were especial- 
ly marked with serums which had been stored for 
more than a year at 4 C, which might be due to 
incomplete removal of inhibitors present in them. 
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influenzal horse serum; and also strains A/Singa- 
pore/57 kindly sent to us by Dr. C. H. Andrewes 
from London and by Dr. J. Smadel from the United 
States. Strain “Iksha” belonged to the second non- 
avid subgroup. It is interesting to note that the 
strains A/Singapore/57 which were received from 
England and America did not prove to be identi- 
cal; the English strain belonged to the first sub- 
group and the American strain to the second 
subgroup. 

Strain 13/16 was isolated from a pool of naso- 
pharyngeal washings of patients during the sum- 
mer of 1957. It was closely related to previous 
A viruses and also had some aniigenic relation to 


STRAINS: I*SINGAPORE-ENGLAND Y=KOP. 


CITY STRAIN OCT. '56 APR .- JUNE '57 | AUG.-SEPT. 57 CITY STRAIN OCT. '56 APR.- JUNE '57| AUG.- SEPT.'57 
KAL T SVERDLOVSK 
++ =| || = 
= = 4 
KIEV | TASHKENT =f OT TESTED” 
= 4 | NOT 
HIA TITER | 20140! 60 T40T a0 Ti60!3 HIA TITER 140 T801160'320| 20 Ti60 1320 


—= negative in |:|O dilution of serum. “Numbers in central columns refer to coefficient of increase in incidence of Clinical influenza 
in the population of a given city between April and August, 1957 


Concentration of hemagglutination-inhibition antibody (HIA ) against new influenza strains (A-57) in pools of serums from 


health persons in indicated cities of U. S. S.R 


However, even when fresh rat antiserums were 
used after treating them with carbon dioxide 
(which in this case completely removes the inhibi- 
tors), some of the avid strains (Bar, KSK) still 
reacted with antiserums of A and A’ strains to 1/16- 
1/32 of their titer. It is not clear whether these 
cross-reactions are due to antibodies or to  in- 
completely removed inhibitors. 

The following strains have been studied in addi- 
tion to those isolated in our laboratory: strain 
“Iksha,” which was used for the preparation of a 
live virus vaccine ‘; strain 13/16, isolated by N. N. 
Orlova and employed in the preparation of anti- 


the 1957 pandemic viruses (1/2-1/16 of titer). It 
is possible that this virus is a mixture of two or 
more strains. 


Studies on Human Serum 


Two strains were used for studying the serologic 
indexes of immunity to influenza in various popula- 
tions: Bar, representing the first avid subgroup; 
and Kop, representing the second (nonavid) sub- 
group. The serums were studied also to determine 
the level of antibodies to strains A/Singapore/57 
(England), 13/16, and “Iksha.” Adult human 
serums obtained at three different periods during 


| 
958 | 
167 | 
| | 
| 
| 
| 


1472 1957 INFLUENZA VIRUSES—ZHDANOV ET AL. 


1956-1957 were tested for the presence of antibody 
against the new strains of influenza virus: (a) 
October, 1956; (b) April-June, 1957; and (c) the 
end of August and beginning of September, 1957. 
Altogether 266 pools of serums taken from 3,990 
persons were investigated. Each pool contained 
serums from 15 individuals. 


Taste 2.—Some Properties of Avid and Nonavid Strains of 
Influenza Virus Isolated in 1957 


Agglutination 
ot Mouse and ‘Titer Ratio Reaction with 
and A’ 


Sensitivity to Cow Homologous: , 
Strains Inhibitors Erythrocytes Heterologous Serums 
+ — +or— 
Nonavid .. <1 


The figure shows the titers of hemagglutination- 
inhibition antibody against the new strains in the 
serums obtained from the populations of various 
cities. It may be seen that antibody for the avid 
group of 1957 viruses (Singapore, Bar, 13/16) 
were detected in the serums obtained in 1956, i. e., 
prior to the appearance of the new viruses, while 
the same serums did not react with the nonavid 
group of viruses (Kop, “Iksha”). 

If one compares the levels of antibody in the 
serums obtained from the population of various 
cities in 1956, one will notice that in some of the 
cities they were rather high, e. g., Kaliningrad, 
Irkutsk, while in others they were very low, e. g., 
Alma-Ata, Perm. When one compares the serologic 
indexes in 1956 with the incidence of the disease in 
the summer months, it is possible to notice a cer- 
tain connection. The most extensive outbreaks of 
the disease occurred in the cities where the titers 
of antihemagglutinins among the population were 
the lowest. A considerable rise in the incidence of 
the disease was also observed, however, in the cities 
where fairly high titers were detected in the 
samples of 1956. In some of the cities an increase 
in the titers of antihemagglutinins to the avid 
strains was noted in the samples of serums obtained 
in September, 1957. However, even in the cities 
where outbreaks of the disease occurred during 
the summer, the serums obtained during the 
autumn did not contain anti-hemagglutinins for the 
nonavid strains. 

It must be mentioned that antibodies to the 
strains 13/16 were absent in serums obtained from 
many cities in 1956. We believe that some irregular 
results obtained with the strain 13/16 might be 
due to the origin and properties of this strain 
mentioned above. 

To test the effect of mixing serums on the titers 
exhibited by the pools, a number of serums were 
submitted to parallel study (table 3). As is evi- 
dent from the table, among the persons examined 
in September, 1957, only a few had antihemagglu- 
tinins to the nonavid strains and the average titer 
of the serums did not reach the level of the initial 
dilution of the serum in the hemagglutination- 
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inhibition reaction (1:10). In this connection it is 
worth mentioning that many persons who had 
high levels of antihemagglutinins for the avid 
strains had no demonstrable inhibition for the 
nonavid strains. 

It was of some interest to determine whether 
the human serums contained no antibodies for the 
nonavid strains or whether they could not be dem- 
onstrated by the hemagglutination-inhibition reac- 
tion. The answer could be obtained by using other 
methods for detecting antibodies, as for instance in 
the neutralization reaction. 

The parallel investigation of several pools of 
serums by means of the hemagglutination-inhibi- 
tion and the neutralization reactions indicated that 
with the avid strains (Singapore, Bar) there was 
a good correlation between the titers of antihemag- 
glutinins and virus-neutralizing antibodies, but not 
so with the nonavid (Kop) strain (table 4). The 
serums, which all gave negative results in the 
hemagglutination-inhibition reaction with the Kop. 
strain, in some instances also had no significant 
neutralizing antibodies (0-10), and in others had 
neutralization indexes of 100 to 1,000,000. Compar- 
ing the virus-neutralizing activity of serums ob- 


TABLE 3.—Comparison of Titers of Hemagglutination- 
Inhibition Antibodies in Human Serums Tested 
Separately and in Mixtures 


Avid Strains 
Nona vid Strains 


Singapore 
Mixture Serum 13/16 Bar (England) Kop Iksha 
1 40 20 20 20 0 
2 320 20 10 0 0 
3 80 10 0 0 0 
4 80) 80 40 20 
I 5 40 20 10 0 0 
6 40 20 10 0 0 
7 40 40 ?20 40 20 
8 320 40 20 10 10 
9 s0) 40 20 0 10 
10 80 40 20 0 0 
Average 118 33 17 7 5 
Titer of 
mixture 80 40 20 0 0 
1 40 20 40 0 0 
2 40 80 80 0 0 
3 80 10 160 0 20 
4 80 80 40 20 10 
20 160 so 0 10 
II 6 10 320 80 0 0 
7 20 160 40 0 20 
8 10 0 160 0 0 
9 320 0 320 40 0 
10 SO 20 40 0 0 
ll 160 40 sO) 0 10 
Average 74 64 101 5 6 
Titer of 
mixture 80 0 0 


tained at different times, one can see that the 
average level of antibodies against the avid strains 
(it relates mainly to the Singapore strain) was 
approximately the same in the serums obtained in 
1956 and in those of 1957. 

As regards the nonavid strain (Kop), no virus- 
neutralizing antibodies were detected in the 1956 
series of serums, whereas in the serums obtained 
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after the spring-summer outbreaks of the disease 
they started to appear, although on the whole their 
level was much lower than the level of antibodies 
against the avid strains. 

In addition to the pools of serums from healthy 
individuals, we also studied serums from persons 
who had influenza or who had received live virus 
vaccine prepared from the new strains (table 5). 
In tests with the nonavid strain (Kop) the serums 
exhibited a rise in titers of the neutralizing anti- 
body, and in 13 of 14 cases there was no demon- 
strable antibody in the hemagglutination-inhibition 
test. 

Comment 


The investigations conducted in our laboratory 
show that the strains of the influenza virus which 
caused the pandemic of 1957 not only differ in anti- 
genic pattern from the previously known strains 
but also form subgroups which differ greatly as re- 
gards avidity for antihemagglutinins. Mulder and 
co-workers * established the existence of subgroups 
of varying avidity for antibody within one serotype. 
Strains of type A’ isolated in 1949 were subdivided 
into three groups of different avidity (P, Q, and R). 
According to this scheme we may classify the new 
influenza strains as follows: strains Kop, 34, and 
Singapore (U. S. A.)—Q variants; strains Singapore 
(England), Bar, and KSK—R variants. Of special 
interest is the fact that Q variants were completely 
nonsensitive to the inhibitors in normal rat serum 
while R variants were partially inhibited by them. 
The data we obtained in our studies of human 
serums prior to and after the pandemic wave in- 
dicate that these variants may have significance 
in the development of the epidemic process. 


TABLE 4.—Comparative Titers of Antihemagglutinins and 
Virus-Neutralizing Antibodies in Pools of Human Serums 


Avid Strains* 


Nonavid 
Singapore Strain* 
City (England) Bar Kop 
of Origin 
Yr. of Pools NI 


1956 Thilisi : 10 
1956 Alma-Ata 10 
1956 Sverdlovsk | 1,000 
1956 Leningrad 2 100 
1956 Irkutsk 800 
1957 Irkutsk 10,000 
1957 Novosibirsk 10,000 1,000 
1957 L’vov 1,000,000 100 
1957 Kiev n.t. t. 1,000,000 10 
1957 Kiev 40 -t. 1,000,000 100 


* HI = hemagglutination-inhibition test: NI = neutralization index of 
undiluted serum; n.t. = not tested. 


Evidently variation is not confined to antigenic 
pattern but also is associated with changes in the 
avidity of the virus for antibodies. It is possible 
that avid variants which react well with group anti- 
bodies represent the first stage of variation in which 
some relationship to the parent strains is still pre- 
served. Nonavid strains which do not react with 
group antibodies may represent a further stage in 
variation of the virus. At this stage not only does 
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the virus completely diverge from its parent as re- 
gards antigenic structure but, together with a loss 
of sensitivity to the action of inhibitors, its capacity 
for spread is also increased. These nonavid variants 
can be called, in effect, type A”, because they have 
no direct relationship with type A and A’, although 
there is an indirect connection with the latter 


TABLE 5.—Increase of Antibodies Against Nonavid Kop 
Strain in the Serums of Patients and Vaccinated Persons 


Hemageglutination- 


Inhibition Test Neutralization Test 


Person Specimen Coefficient Coefficient 
No.* of Serumt Titer ot Increase Index of Increase 


0 0 1,000 


0 100 


1,000,000 
0 

100,000 
100 
1,000,000 
0 

10,000 

0 

10,000 

0 

10,000 
100 
10,000 


10,000 


100 


eoocecooo oo 


0 1,000 


40 2 10,000 100 
*(v) = vaccinated persons; serums taken from vaccinated persons 
were used in a 1:10 dilution in both tests (HI and NI). 
+ | = serum taken at the beginning of disease or prior to vaccination: 
Il = serum taken 2-3 wk. after serum I. 


through the avid variants. This stage of virus varia- 
tion when nonavid variants appear may be of sig- 
nificance in the development of a pandemic wave 
of this disease. However, further investigations are 
necessary to elucidate this phenomenon. 

The data we have obtained demonstrate that, in 
the study of serologic shifts with respect to new 
strains, the hemagglutination test must be supple- 
mented by other serologic reactions, including the 
neutralization test, which is easily performed in 
tissue cultures. 

Conclusions 


The outbreak of influenza which occurred in the 
U. S. S. R. in the summer of 1957 was caused by 
strains of influenza virus differing in their antigenic 
pattern from previously known types. It was also 
possible to discern subgroups among the new 
strains which differ in avidity for their own group 
antibodies (the P, Q, and R variants of Mulder). 

Human serums obtained in 1956 and 1957 prior 
to the epidemic had antihemagglutinins against the 
avid variants of the new strains, but not against the 
nonavid variants. 


I 0 10 
| 0 100 
I] 0 
I 0 100 
| I] 0 0 10,000 100 { 
I 0 10 
I] 0 0 100,000 
0 
Il 0 100,000 
I 0 
II 0 0 10,000 
I] 0 0 10,000 
II 0 10,000 
I] 0 10,000 
I 
958 I] 100 
I <10 
167 IT 0 
I] 0 1,000 = 
I 10 
I 100 
| 
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The neutralization test in tissue culture was 
found to be a more sensitive method for the deter- 
mination of the level and_ shifts of antibodies 
against the new strains, since it detected antibodies 
against nonavid strains in serums which had no 
antihemagglutinins for these strains. 


Baltiiski Poselok 13, Moscow, U. S. S. R. 
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HOSPITAL PRECAUTIONS AGAINST 


SPREAD OF ACUTE VIRAL HEPATITIS 


Sidney Leibowitz, M.D., New York 


In recent years increasing awareness has existed 
among physicians, nurses, administrators, and allied 
medical personnel of the possible spread of acute 
viral hepatitis from hospitalized patients.’ The 
reasons for greater interest in this problem are 
both medical and legal,’ but primarily they stem 
from increased incidence of the disease. This is 
generally attributed to several factors: (1) height- 
ened suspicion, resulting in readier recognition 
and diagnosis; (2) increased use of blood, blood 
products, and other parenterally given modes of 
therapy; and (3) existence of large numbers of 
unrecognized carriers. 

At Beth Israel Hospital in New York City, the 
medical and nursing staffs have been continually 
alerted to understand and recognize the potentiali- 
ties for spread of this infection, among themselves 
and patients, in the light of existing knowledge 
concerning its epidemiology. “Hepatitis precau- 
tions,’ to be applied when a patient with an iden- 
tified or potential case of acute viral hepatitis is 
admitted to the hospital, have been in formal use 
for at least five years and for a longer period on a 
less formal basis. These rules and principles have 
been revised periodically. Most recently, they have 
been brought up to date in the following memo- 
randum to the staff, reproduced here in its en- 
tirety with several minor editorial revisions made 
especially for this publication. 


From the Medical Service, Beth Israel Hospital. 


Two forms of viral hepatitis exist, but 
identical precautions must be taken to pre- 
vent their spread to people caring for the 
sick. A set of precautions is here given for 
nurses, attendants, and technicians, espe- 
cially as regards bedpans, bedclothes, 
dishes, thermometers, syringes, needles, and 
blood samples. An additional list of precau- 
tions applies especially to examining physi- 
cians, dental surgeons, operating surgeons, 
sigmoidoscopists, pathologists, roentgenolo- 
gists, and especially anyone engaged in 
drawing blood, making injections, or han- 
dling materials liable to fecal contamination. 
Blood transfusions should be used sparingly; 
use of pooled plasma should be avoided if 
possible. Blood donors with a history or other 
evidence of hepatitis must be excluded. 
Gamma globulin should be available to per- 
sons who have been exposed to the danger 
of hepatitis. These precautions are especially 
necessary because the length of the incuba- 
tion period (up to 180 days in cases of 
serum hepatitis) confuses the situation and 
casts doubt on the need for stringent pre- 
ventive measures. 


| 
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Background of the Problem 


Two forms of viral hepatitis infection exist: in- 
fectious hepatitis (IH or virus A form, with a 
“short” incubation period of 15 to 40 days) and 
serum hepatitis (SH or virus B form, with a long 
incubation period of 50 to 180 days; this form is 
sometimes called “homologous serum jaundice”). 
The clinical pictures are indistinguishable. Neither 
results in immunity to the other. The IH form 
confers immunity to itself; the SH form often does 
not furnish this kind of immunity. Approxi- 
mately half of the patients with viral hepatitis 
show no jaundice; admittedly, most hospitalized 
patients do because they represent those most sick. 

Infectious hepatitis is communicable from _per- 
son to person mainly by the fecal-oral route. It is 
believed that this virus enters the oral cavity and 
is excreted in the stools. Since this is the common 
means for transmission, the following prophylactic 
measures are essential: hygienic care in handling 
these patients; avoidance of close contact with 
them; care in handling their thermometers; care in 
disposal of feces; and sterilization of their bedpans 
after use. In addition, but less commonly, this virus 
is present in the blood stream and is transmitted 
from an infected person by use of insufficiently 
sterilized needles and syringes or by transfusion 
with whole blood or plasma of an infected person. 

Serum hepatitis is transmitted solely by the par- 
enteral route (from infected blood). The virus is 
not identified in the stools. Hence, in this type, 
prophylaxis is aimed at proper sterilization of 
needles and syringes, avoidance of use of con- 
taminated instruments and needles, and, insofar 
as possible, transfusion with blood or plasma only 
where absolutely indicated. 

Hepatitis is reportable to the local department 
of health, which is thereby in the best possible 
position to study the disease from epidemiologic 
and public health standpoints. 

It is the responsibility of the physician in charge 
to indicate when his patient requires the precau- 
tions outlined here. Whenever there is a definite 
diagnosis of acute viral hepatitis or when the diag- 
nosis of the patient's illness is still unresolved but 
a reasonable chance exists, in the evaluation of the 
responsible physician, that acute viral hepatitis 
may be the diagnosis, he shall be obliged to ad- 
vise the nurse in charge to institute “hepatitis pre- 
cautions.” These precautions must be applied dur- 
ing the entire period of hospitalization. 


Precautions in Handling Patients 


Precautions for Nurses, Attendants, and Techni- 
cians.—Foremost are stool precautions, not unlike 
those taken in cases of typhoid fever, and some 
degree of patient isolation. The aim is not to han- 
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dle the stool and to be careful with the bedpan. 
Soap and water cleansing of one’s contaminated 
skin should be resorted to promptly. Contaminated 
linens should be segregated and specially laun- 
dered until sterile. Bed and mattress should be 
thoroughly cleaned after evacuation by a patient 
with hepatitis and aired at least overnight before 
use by another patient. The stool may be disposed 
of in the usual sanitary facilities. The bedpan 
should be assigned solely to the individual patient 
with hepatitis and thoroughly cleaned and care- 
fully handled between uses until it can be steri- 
lized (dry heat for two hours ). 

The patient should be isolated insofar as is prac- 
ticable—short of employing gown and mask tech- 
nique or bed net. During the first few weeks of 
illness (usually covering the period until recovery 
has begun), the patient is ordinarily confined to 
bed and utilizes a bedpan for moving his bowels. 
For the ambulatory patient, either a private toilet 
or a private (separate) commode should be avail- 
able. The patient with hepatitis must not use toilet 
facilities in common with others. 

Dishes and utensils should be handled with the 
isolation technique. Food remnants may be dis- 
carded in the ordinary way. Dishes and utensils 
which can be discarded after use should be used. 
Food attendants should handle these carefully 
while disposing of them. In this way, special dishes 
and utensils need not be assigned permanently to 
the patient with hepatitis for his or her exclusive 
use (as with thermometers) except, possibly, if a 
glass (and drinking tube) is provided for drinking 
or for storage of dentures. Such a glass should be 
sterilized as described below after discharge of the 
patient. 

Each patient with hepatitis must have a ther- 
mometer for his sole use which shall be destroyed 
on his discharge. Rectal thermometers particularly 
are potent sources for transmitting the disease 
through careless handling. After contact with the 
thermometer, the attendant should immediately 
scrub his exposed hands copiously with soap and 
water with the usual aseptic technique (lever to 
draw water controlled by elbow or foot pedal). 

Special care must be taken not to contact the 
blood of a patient with hepatitis directly or indi- 
rectly. A wound should be dressed with extreme 
care. Parenteral medication should receive extra 
attention. Needles for intravenous use should be 
removed with caution. Syringes and needles, when 
used, should be carefully washed and then de- 
posited in a special receptacle prior to transmission 
to the central service department for necessary 
sterilization. After handling and washing such in- 
struments, the individual should promptly wash 
his hands carefully with soap and water. 
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A separate needle and a separate syringe should 
be employed for each patient for any injection or 
drawing of blood. The multiple dose-per-syringe 
technique is prohibited for any inoculation or veni- 
puncture. 

Blood for blood cell counts should be obtained 
by means of the disposable lancet. The technician 
is urged to be careful not to contaminate himself 
with the blood of the patient. 

Sterilization of needles, syringes, and instruments 
after use in a patient with hepatitis should, at a 
minimum, consist of boiling in water for not less 
than 30 minutes or autoclaving at 15 lb. of pres- 
sure for a minimum of 20 minutes. If dry heat is 
employed, the minimum is two hours. 

Visitors should be limited, as feasible, by advis- 
ing the patient of the communicability of the dis- 
ease. Visitors should be warned against making 
intimate physical contact with the patient and shar- 
ing food and eating utensils. 

Precautions for Doctors.—All the above nine pre- 
cautions similarly apply, when appropriate, to the 
examining physician, dental surgeon, physician en- 
gaged technically with injection, drawing blood, or 
roentgenologic procedure, operating surgeon, sig- 
moidoscopist, and pathologist. When in doubt, the 
individual must apply soap and water promptly 
to the exposed skin. 

In addition, the physician is urged to consider 
the following principles and measures: 1. Use 
blood transfusions sparingly and only where abso- 
lutely necessary. Pooled plasma should not be 
used if it can be avoided. When use of plasma is 
necessary, there is available a supply (in this hos- 
pital) which has been prepared by six months’ 
standing at room temperature. 2. Blood donors 
should be selected with caution. Exclude those 
who give history or other evidence of hepatitis. 
3. Prescribe gamma globulin to exposed persons 
as indicated. At present, persons with generally 
accepted indications are children, pregnant women, 
debilitated persons, and those exposed during an 
epidemic. 

Gamma globulin, in addition, should be made 
available to any medical, nursing, or allied per- 
sonnel who are unduly exposed. It should be borne 
in mind that gamma _ globulin has preventive 
effect only against the IH (virus A) form of viral 
hepatitis, although in most circumstances one can- 
not be certain of the type with which one deals. 
Therefore, all doubtful situations should be. re- 
solved by giving gamma globulin. The dosage of 
gamma globulin for prophylaxis should ordinarily 
be 0.01 to 0.02 ml. per pound of body weight, al- 
though up to 0.06 ml. per pound has been found 
more effective under certain circumstances.° 
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Conclusions 


The hospital patient with acute viral hepatitis 
presents a problem in potential spread of the dis- 
ease to staff members, to other hospital patients, 
and even to visitors (the last factor is of small 
magnitude in the over-all picture). Enough is 
known about the epidemiology and mode of spread 
of this infection to permit the drawing up of a 
program aimed at preventing the occurrence of 
secondary cases. This is possible despite the ac- 
knowledged failure to date to identify the causa- 
tive agent directly. 

Such precautions are particularly urgent because 
the prolonged incubation periods involved tend to 
nullify the need for special preventive measures 
against spread. The relationship between primary 
and secondary cases is not readily perceived by 
the average, untrained observer; in fact, most often 
the subsequent cases do not come to the attention 
of the attendants of the initially infected person. 

A program currently in use in a general hospital 
is presented here. It appears equally adaptable for 
any institution which cares for patients. Although 
the precautions itemized here are centered around 
the hospitalized patient, similar principles apply 
to medical handling of persons in the home, the 
office, the clinic, the laboratory—in fact, wherever 
physicians, nurses, and technicians come in contact 
with patients, their body fluids, or their excretions. 


15 W. 84th St. (24). 


Drs. Harry Vesell and Leon N. Sussman of the attending 
staff and Miss Rose Muscatine and Mrs. Ethel Witkin of 
the nursing staff, Beth Israel Hospital, assisted in the formu- 
lation of this program. 
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SHORT OBLIQUE FRACTURE OF THE TIBIA 


Bedford F. Boylston,t M.D. 


and 


Roland M. Knight, M.D., Houston, Texas 


The short oblique tibial fracture in the adult, 
occurring at the junction of the middle and distal 
one-third, is most often associated with a fracture 
of the fibula. However, in spite of its rather com- 
mon occurrence, little information regarding its 
incidence, mechanism, and treatment has accumu- 
lated in the literature. In previous reports, workers 
have by and large favored open reduction and in- 
ternal fixation. In 1938, Linden' reported a large 
series of short oblique fractures of the tibial shaft 
(at all levels and in patients in all age groups, 
including the early teens) treated by immobiliza- 
tion with cast, traction, and immediate open re- 
duction with screw fixation. He concluded that the 
latter therapy was the treatment of choice. Simi- 
larly, in 1941, Mansfield * reported 15 cases of the 
short, oblique, spiral fracture of both bones of 
the leg, treated by open and closed methods, and 
concluded that immediate open reduction with 
internal fixation was the treatment of choice. He 
observed the usual high location of the fibula 
fracture and concluded that this fracture was un- 
important insofar as the treatment of the short 
oblique tibial fracture is concerned. All of the 
fractures in his series healed without complica- 
tions, It is our belief that many of these factors 
are relatively stable and that perhaps in many 
instances, with proper selection of cases, nonoper- 
ative treatment may well be the treatment of 
choice. 

Materials and Methods 


During the past seven years (1949-1956) at the 
Veterans Hospital and the past four years (1952- 
1955) at the Jefferson Davis Hospital in Houston, 
Texas, 598 fractures of the tibia have been treated. 
Of this total number of cases, 29 (4.9%) of the 
patients had a short oblique fracture located at 
the junction of the middle and distal one-third. 
The end-results in all 29 cases were confirmed by 
x-ray examination, and we personally examined 
25 of the patients. Additional information was ob- 
tained by talking with the surgeons who actually 
performed the operations and by examining the 
medical records and questionnaires. Finally, those 
patients in distant cities were examined and x-rayed 
by cooperating surgeons in nearby areas. 

No fracture was included which occurred above 
a line, perpendicular to the shaft, 10 cm. above 
the ankle joint as measured on the x-ray (fig. 1). 


From the Orthopedic Section, Department of Surgery, Baylor Uni- 
versity College of Medicine, Texas Medical Center. 
+Dr. Boylston died March 22, 1958. 


In a series of 598 fractures of the tibia, 
29 were found to be located near the junc- 
tion of the middle and lower thirds of the 
bone. The level of the fracture in this group 
of cases was on the average 7.6 cm. prox- 
imal to the ankle joint. In spite of the homo- 
geneity of this group, the methods of treat- 
ment were varied, the time at which union 
occurred could not be stated precisely, and 
the end-results ranged from early union with 
excellent function to repeated infection with 
ultimate amputation. Whether the fibula re- 
mained intact or was broken at the same 
time did not appear to affect the healing of 
the tibia, and tibial healing in the presence 
of a fibular fracture took just as long when 
the fibular fracture was high as when it was 
low. However, when tibial fracture line was 
short (e. g., 4.5 cm. in length as compared 
with 8 cm.) with a fibular fracture at the same 
level, the structure was extremely unstable. 
For such cases some type of internal fixation 
is recommended. 


Similarly, no fracture closer than 4 to 5 cm. to the 
joint was included. The length of the tibial frac- 
ture line was felt to be important in delineating 
this fracture; and only the fracture lines 4.5 to 
8 cm. in length were believed representative. 

All procedures, open and closed, were carried 
out by the resident staff under supervision. When 
open reduction and fixation with plate was_per- 
formed, the plate (see case 19 and fig. 4 and 5) 
was of the slotted type. In one case, however, a 
Lane plate was utilized. All plates were applied 
to the lateral aspect of the tibia, whenever feas- 
ible, with as little periosteal stripping as possible. 
Postoperatively, plaster immobilization was used 
in all cases of open reduction regardless of type of 
internal fixation. 

The intramedullary rod (see case 13 and fig. 3) 
was of the triflange type, designed by J. Otto 
Lottes. In most cases, the rod was inserted just 
medial to the tibial tuberosity. In some cases the 
patellar tendon was split and the rod _ inserted 
directly in the middle of the tibial tuberosity in 
line with the tibial crest. The nailings and the 
reductions were under direct vision, with one ex- 
ception. 
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Screw fixation (see case 28 and fig. 6 and 7) 
was accomplished by the use of stainless steel 
screws of the Collison type. No attempt was made 
to place the screws at right angles to the cortex 
as advocated by Arzimanoglou.* A cast or splint 
was applied to every simple fracture immediately 
upon the patient’s entrance to the hospital. Of 
those fractures treated by casting, three were 
wedged in an attempt to improve position, All 
cases were presented at the orthopedic staff con- 
ference, and those fractures whose position was 
unsatisfactory or whose stability was poor were 
openly reduced and internally fixed. Some frac- 


average dist 72cm 


Fig. 1.—Diagrammatic representation of short and long 
oblique fractures of lower tibia. 


tures which might have been treated by closed 
methods later in the series were operated on in 
order to evaluate the triflange nail. All compound 
fractures were débrided initially and_ internally 
fixed, 

Periosteal healing was judged to have occurred 
when a firm bridge of callus had appeared across 
the fracture site. Endosteal healing was considered 
to be present when there was continuity of the 
medullary canal and the fracture line was no longer 
evident. Infections were classified as superficial 
when the deep structures did not appear involved. 
When the infection was associated with systemic 
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signs and with exposure of tendons and/or bone, it 
was Classified as deep. Skin necrosis at the operative 
site was recorded as mild or severe. Severe necrotic 
lesions were those requiring skin grafts. 


Results 


Open reductions were performed in 21 of the 
total of 29 cases. All operations were performed 
at one of our hospitals. These 29 cases (100% ) 
have been followed to their final outcome or up 
to the time of writing. The average follow-up was 
35 months, the longest was 81 months, and the 
shortest was 12 months. No children were included 
in this study. The youngest patient was 27 years 
of age and the oldest was 80. The average age 
was 41.2 years. Twenty-two fractures occurred in 
males and seven im females. The right side was 
affected in 12 cases. No patient was encountered 
with bilateral short oblique tibial fractures. Ap- 
proximately one-third of the fractures were pro- 
duced by fighting and one-third by minor falls— 
such as falling down one or two steps. One case 
was produced by a horse falling on the leg; an- 
other, by falling through a door transom. Inebria- 
tion to a greater or lesser extent was present in 
12 cases—or 40%. It is our feeling that these frac- 
tures are produced by torsion, the common ex- 
ample being that of throwing a punch and missing 
the target. The foot is apparently weil fixed, so 
that when the body twists the proximal tibia, the 
short oblique fracture at the junction of middle 
and distal one-third is produced. 

A thorough study of the configuration of the 
tibial fracture was made. The average length of 
the tibial fracture line was 5.9 cm., with the short- 
est being 4.5 cm. and the longest 8.0 cm. The 
closest distance to the ankle joint from the frac- 
ture line was 4.5 cm. and the longest was 10.0 cm., 
with the average being 7.6 cm. In a large percent- 
age of cases (15 cases, or 50%), the distal fragment 
of the tibia was noted either originally or later to 
have a vertical fracture line. In two cases this fact 
was not appreciated and gave rise to moderate 
difficulty in securing adequate internal fixation. 
The fibula fracture level was studied, and in 62% 
of the cases the upper one-third was involved. In 
16% the fracture levels were the same (L;). In 
four cases the fibula was intact, while in two pa- 
tients there were segmental high-low fractures. The 
fibula was comminuted in 72%, or 21 cases. 

Examination of the x-rays taken on admission 
revealed only 0.25 in. shortening in 60% of the 
cases, and these were high fibula (U;) fractures. 
The main deformity seemed to be rotation in this 
group. The four cases in which the fracture lines 
were at the same level were extremely unstable 
and tended to override markedly. There were three 
compound fractures. All were treated by initial 
débridement and some type of internal fixation. In 
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two cases the triflange nail was utilized, and the 
remaining fracture was secured with two screws. 
Simple fractures were operated on as soon as the 
general condition of the patient permitted. The 
longest time from simple fracture to open reduc- 
tion was 16 days. One patient was reoperated on 
after loss of fixation by initial procedure. From 
the table, it is possible to see that partial weight 
bearing was started slightly earlier in the cases 
treated by intramedullary rods. Full weight bear- 
ing was permitted earliest in the patient with 
plate and transfixing screw. 

An accurate statement of the exact time at 
which periosteal and endosteal union occurred was 
impossible due to failure to obtain serial x-rays. 
Many patients did not return at the appointed 
times, and two patients did not even seek medi- 
cal care after application of their initial cast. En- 
dosteal healing had occurred in all cases except 
five at follow-up examinations. One patient had his 
leg amputated 14 months after the operation; one 
was wearing a brace without pain and had _peri- 
osteal union when seen at 27 months; one was 
hospitalized with gross motion and possible osteo- 
myelitis 23 months later; one was working without 
support as a bulldozer operator and had periosteal 
union; and one had periosteal union at 12 months, 
but the fracture line was still faintly visible. 

A study of the possible effect the level of the 
fibula fracture might have on tibia healing was 
made. It was felt that high fibula fractures (with 
more muscle support) would be more conducive 
to early tibial union than similar fractures with 
low one-third fibula fractures. However, no differ- 
ence in healing time could be attributed to the 
fibula fracture level. No delay in healing was noted 
with the intact fibula. No primary bone grafts 
were performed. One patient with delayed union 
was reoperated on two years later in an effort to 
allow him to discard his leg brace and thus return 
to work. The fracture was united at operation. 
Another patient was operated on because it was 
felt that there was nonunion, At operation, the 
fracture was united by a small bony bridge. Of 
the seven patients treated in casts, three were bed- 
ridden at the time of the injury. Two have not 
walked since, being confined to wheelchair and 
bed at all times. Two were chronic alcoholics who 
refused to cooperate, removing portions of their 
casts and braces at will. 


Complications 


Nonunion occurred in 1 of the 29 total cases. 
This patient failed to obtain primary healing of 
the operative wound, which drained for about four 
months. Fifteen months after injury, although there 
was no drainage from the operative site, callus 
was consistent in appearance with chronic osteo- 
myelitis. Definite osteomyelitis occurred in one 
patient. An ill-advised wide ostectomy and _ plate 
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removal was performed three months after injury. 
A fibula transplant procedure then failed, and 21 
months after injury the leg was amputated. 

Infection developed in one patient, with three- 
screw fixation, after leaving our hospital and being 
transferred to another hospital. Skin necrosis at 
the fracture site proved to be a very troublesome 
complication. Of a total of five patients, three with 
intramedullary rods had necrosis classed as mild, 
healing without skin graft. One of these patients 
had a compound fracture. The remaining patient, 
with an intramedullary rod, required a split graft 
at four months, One patient with a plate also had 
mild necrosis of skin over the operative site, which 
healed without difficulty. 

Two patients developed transient nerve palsy 
postoperatively. One case involved the common 
peroneal nerve and was thought due to constricting 
cast. The other case involved hip, thigh, leg, and 
foot on the fracture side and was believed due to 
one-legged spinal anesthesia. Both recovered fully 
at four days and two months respectively. 


Results of Operations in Twenty-nine Patients with 
Short Oblique Fractures of the Tibia 


Weight Beur- 
ing Started, 
Mo. 


f — 
Non- Mal- Full 
Cases, Ampu-  un- un- Osteo- Cellu- Unsup- 
Operation No. tations ion ion wiyelitis litis Partial ported 
7 0 0 1 0 0 3.0 
0 0 2 0 3.6 9.8 
re 5 1 1 0 2 0 3.0 10.0 
‘T'ransfixing serew 
and plate ... 1 a 0 0 0 0 3.0 6.0 
Additional plate 
i screw ... 0 0 0 0 0 3.0 10.0 
1 0 0 1 0 0 3.0 
1 ] 6 2 1 Av.3.1 Av. 9.0 


Of the intramedullary rods, one was removed 
because of erosion of the tip through the skin at 
the tibial tuberosity. Two other rods had to be 
removed because of pain over the proximal tip 
of the rods. One plate (slotted type) broke and 
had to be removed at 15 months postoperative. 
One patient had to be reoperated on after loss of 
fixation occurred with use of a single screw. 

Malunion was noted in a total of six cases treated 
by all methods, There were five varus deformities, 
varying from 10 to 20 degrees. One was treated 
with rod, two by screws, and one in traction. One 
patient with screw fixation was reoperated on and 
a plate was inserted, but it, too, failed to correct 
the alignment. One patient treated in a cast had 
10 degree recurvation. There was not a single case 
of valgus or severe rotation deformity. None of 
the malunions were symptomatic at follow-up. 
Measurable shortening occurred in two cases. Plas- 
ter immobilization resulted in one instance in 
shortening of 0.5 in. and a Lottes rod in another 
of 0.25 in. 
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Report of Cases 


Case 3.—A 44-year-old male alcoholic was injured July 1, 
1950. in a fall downstairs. He sustained a closed fracture of 
both bones of the right leg. A long leg cast was worn three 


Fig. 2 (case 3).—Rotary deformity of tibia and high 
fibula fracture. Solid union is present after plaster immobili- 
zation in acceptable position and alignment. 


and one-half months, and a long brace was prescribed. The 
patient would not wear the thigh part of the brace. He dis- 
carded the entire brace at five months and began full un- 


Fig. 3 (case 13).—Note low fibula. Fracture of tibia is 
unstable. Solid bony union is present after open reduction 
and insertion of intramedullary rod. 


supported weight bearing. Follow-up examination at 81 
months (7% years) revealed solid endosteal union without 
deformity (fig. 2). 


J.A.M.A., July 19, 1958 


Case 5.—A 78-year-old female was dropped as she was 
being lifted from her bed June 2, 1954, and she sustained a 
closed fracture of the left tibia. A long leg cast was applied 
and worn for four and one-half months. All external fixation 
was then removed. At follow-up examination (34 months), 
endosteal healing was complete with no recurvation at the 
fracture site. 


Case 9.—A 33-year-old male stepped off a curb May 20, 
1956, sustaining a closed fracture of the left tibia and fibula. 
Many years previously he had had a fusion of the opposite 
hip. Two days after injury the fracture was opened and 
nailed with a Lottes rod. Postoperatively, the wound healed 
without complications, and at two months partial weight 
bearing was begun. At six months full weight bearing was 
allowed. At follow-up examination (12 months), the patient 
was still on crutches (he was on crutches many years prior 
to the tibia fracture) but had no pain. X-rays revealed solid 
periosteal union, but the fracture line was still faintly visible. 


Case 13.—A 30-year-old male schizophrenic sustained a 
closed fracture of both bones of the leg on Oct. 25, 1954. 
Open reduction was performed and the fracture fixed with 


Fig. 4 (case 19).—Grossly unstable short oblique fracture 
with low fibula fracture. 


an intramedullary rod (fig. 3). Full unsupported weight 
bearing was started at 10 months. Endosteal union was com- 
plete at follow-up 30 months later. 


Case 14.—A 3l-year-old male sustained a compound frac- 
ture of both bones of the right leg on Noy. 10, 1954, while 
fighting. Three hours after the injury he was taken to the 
operating room, where the wound was débrided and the 
fracture nailed with a Lottes rod. Postoperatively, the pa- 
tient developed a superficial excoriation of skin over the 
operative site. At seven months the cast was removed and 
full unsupported weight bearing was begun. At follow-up 
examination (30 months), there was solid periosteal union 
with a slight varus deformity. The patient now works full 
time as a bulldozer operator. 
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Case 19.—An 80-year-old male was tying his cow to a 
stake when he became entangled and fell to the ground, in- 
juring his left leg (fig. 4). A closed reduction was unsuccess- 
ful. On Aug. 8, 1954, an open reduction was done and a 
slotted plate with a transfixing screw was applied (fig. 5). 
Partial weight bearing was started at three months, and full, 


Fig. 5 (case 19).—Internal fixation with plate and trans- 
fixion screw. Healing is complete. 


unsupported weight bearing began at six months. At follow- 
up examination he was noted to have occasional stiffness in 
both ankles and to be walking with a cane (generalized 
weakness ). Endosteal union was complete without deformity. 


Case 23.—A 43-year-old male alcoholic fell downstairs in 
April, 1955, sustaining a closed fracture of both bones of the 
left lower leg. Five days later a Lottes nail was used for 
fixation of the tibial fracture. Mild necrosis of the wound 
edges developed postoperatively. This skin later healed with- 
out difficulty. Partial weight bearing was begun at three 
months. At one year, because of persistent ankle pain and 
the presence of a distinct fracture line on x-ray, the intra- 
medullary rod was removed and an autogenous cancellous 
bone graft was performed. Bony union was present across a 
part of the fracture line at operation. Full weight bearing 
was begun in the brace 23 months after injury. At follow-up 
examination (25 months) the patient had periosteal union 
and slight varus (eight degrees) deformity at the fracture 
site. Due to the fact that he still wore a brace, he could not 
find employment. 


Case 27.—A 34-year-old male was fighting on Feb. 2, 
1956, and sustained a closed fracture of the left tibia and 
fibula. On Feb. 28, the tibia was fixed with a slotted plate. 
Postoperatively, the operative site did not heal primarily; 
the wound drained a serous-type fluid for three months. 
Gradually the cellulitis subsided, the drainage ceased, and 
partial weight bearing in a cast was started. The patient re- 
fused to follow instructions, removing his cast without per- 
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mission and bearing full weight at four months. In March, 
1957, (13 months after operation) the patient began having 
pain in the leg rather suddenly. An x-ray revealed a broken 
slotted plate and a fracture of the fibula at the middle one- 
third. He was readmitted to the hospital, and the plate was 
removed. At follow-up examination (15 months) there was 
gross motion at the fracture site, and callus had the appear- 
ance of osteomyelitis, although there was no drainage. 


Case 28.—A 30-year-old male injured his left tibia and 
fibula in a fight July 11, 1954 (fig. 6). Twelve days later an 
open reduction was performed and three screws were used 
for fixation (fig. 7). The immediate postoperative course was 
uncomplicated; the wound healing occurred in two weeks. 
The patient was then transferred to another facility, and 
four weeks postoperatively, when the cast was removed, pus 
oozed from the wound. After evacuation of purulent ma- 
terial, clean granulations formed. A split graft was attempted 
without success. A rotation flap was likewise unsuccessful. 
Finally, a pedicle graft was performed with success. Because 
of the long periods in the cross-leg position, at follow-up ex- 
amination the patient was noted to have mild stiffness in the 
knee, ankle, and forefoot. A dropped great toe was believed 
to be secondary to débridements. Endosteal union was solid 
at 18 months, and the patient was performing full duty as an 
Air Force officer. 


Case 29.—A 34-year-old male fell from a bicycle on Feb. 
4, 1955, sustaining a closed fracture of both bones of the 
right leg. On Feb. 7 an open reduction was done and a Lane 


Fig. 6 (case 28).—Marked rotational deformity of tibia 
with high fibula fracture. 


plate applied. Almost immediately postoperatively, purulent 
material began draining from the operative site, accompanied 
by systemic signs of infection. Drainage of a mild degree 
persisted, and on Aug. 19, 1955, an ill-advised wide ostec- 
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tomy and plate removal were performed. Drainage ceased 
completely six months later, and the first stage of fibular 
transplant operation was performed in Aug. 1956. Postopera- 
tively, the drainage began again, and on Nov, 15, 1956, the 
leg was amputated. 

Summary and Conclusions 


A series of 29 short, oblique tibial fractures, com- 
prising 5% of a total of 598 tibial fractures, were 
treated by many different surgeons and methods 


Fig. 7 (case 28).—Internal fixation with three screws and 
plaster immobilization. Bony union is present in anatomic 
alignment. 


over a period of seven years. Ten per cent of the 
fractures were compound. There were three wound 
infections (10%). One case did not involve bone. 
Of the remaining two involving bone, one resulted 
in amputation and one in nonunion at 16 months 
without drainage. Partial weight bearing was be- 
gun earliest in those cases treated by intramedul- 
lary rod. Full weight bearing was begun earliest 
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in the one case treated by plate and _ transfixing 
screw. Rotation tended to be the main deformity 
preoperatively in patients with high fibula frac- 
tures, while with low fibula fractures shortening 
and displacement were most prominent. 

Tibia healing required just as long with high 
fibula fractures as with low fibula injuries. No de- 
lay in healing was caused by the intact fibula. A 
varus deformity at the fracture site was the most 
common malunion, occurring in five cases. Also, one 
patient had 10 degree recurvation at the fracture 
site. All malunions were asymptomatic at time of 
follow-up. There were no primary bone grafts. Two 
bone grafts were performed for delayed union 
(both were found united at surgery ). Skin necrosis 
occurred in five cases; one required a skin graft for 
closure. 

A short oblique fracture of the middle and lower 
one-third of the shaft of the tibia is relatively stable 
in the presence of an intact or high fibula fracture 
(78%). The deformity is rotation. Fifty per cent of 
the distal tibial fragments have a_ vertical line 
of fracture which may not be obvious in the orig- 
inal x-ray. The established nonunions (two) oc- 
curred incident to deep postoperative wound in- 
fections. Shortening and rotation did not result in 
clinical deformity. 

From the standpoint of healing by x-ray and 
time of unsupported weight bearing, no one meth- 
od in our experience in the treatment of the short 
oblique tibial fracture with an associated high fib- 
ula fracture offers any advantage over another. 
Barring surgical infection, regardless of method, 
healing is anticipated in acceptable clinical align- 
ment and position. Short oblique fractures of the 
tibia with concomitant fracture of the fibula at the 
same level are extremely unstable and can proba- 
bly best be managed by some type of internal fixa- 
tion. 
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ROSTHESES FOR ARTERIES.—Blood vessel replacements made of synthetic 
Pp material are as satisfactory functionally as arterial homografts and have certain 

advantages which homografts do not possess. Because of these advantages 
plastic prostheses are rapidly replacing arterial homografts in the treatment of vascu- 
lar lesions. And with the homograft will go the blood vessel bank—a short lived insti- 
tution, to be sure, but one which has played a vital role in the development of 
vascular surgery in the past decade.—Oscar Creech Jr., M.D., Death of an Institu- 


tion, The American Surgeon, May, 1958. 
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CLINICAL NOTES 


SUCCESSFUL TREATMENT OF MASSIVE AIR EMBOLISM 
PRODUCING CARDIAC ARREST 


Tom Shires, M.D. 


John O’Banion, M.D., Dallas, Texas 


Massive air embolism is a relatively rare catastro- 
phe but often a lethal one. The occurrence of air 
embolism, massive enough to produce cardiac 
arrest, with a successful outcome seems to warrant 
reporting. 


Report of a Case 


A man aged 49 years was admitted to the hospital on 
April 27, 1957, shortly after receiving a gunshot wound 
from a .38-caliber pistol, the bullet having entered the left 
hip just superior to the left greater trochanter and having 
apparently coursed in a medial direction. On admission the 
patient was extremely apprehensive, intoxicated, and in 
severe hypotension, the blood pressure being 40/0 mm. Hg. 
The clinical examination revealed signs of peripheral vascu- 
lar collapse, but physical examination otherwise was within 
normal limits. Palpation of the abdomen revealed it to be 
soft and nontender; bowel sounds were present. Therapy 
with intravenously given lactated Ringer’s solution was be- 
gun, and x-rays of the left thigh and abdomen were then 
taken. No fracture was seen in the left femur; however, a 
chip fracture was present at the anterior lip of the left 
acetabulum. The bullet, which had entered laterally over 
the area of the greater trochanter on the left, was seen to be 
present over the left iliac fossa and far anterior on lateral 
film of the abdomen. It could not be ascertained whether 
the bullet was in the anterior abdominal wall or within the 
abdominal cavity. 

On examination the urine was free of red blood cells; the 
urinalysis was negative. The pulse rate remained good at the 
femoral, popliteal, and posterior tibial arteries bilaterally. 
Rectal examination did not reveal the presence of any gross 
blood. However, during the period of observation, while the 
blood pressure was being elevated with the administration 
of a crystalloid solution, and during x-ray examinations, the 
patient was noticed to develop marked tenderness in the left 
lower quadrant with a suggestion of fulness in the left lower 
quadrant to deep palpation. The bowel sounds, which 
had been normally active, became absent over the ensuing 
hour of observation. At this time a diagnosis of intra- 
abdominal missile was made, and the bullet was thought to 
have passed into the abdominal cavity by virtue of being 
reflected off the acetabulum anteriorly and superiorly. At 
this time the blood pressure had been elevated to 100/70 
mm. Hg and laparotomy was decided on. The abdomen 
was explored through a lower midline incision and about 
300 cc. of fresh blood was encountered. The peritoneum 
was seen to have been perforated by the bullet, which had 
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entered just lateral to the bladder and had then perforated 
the lower ileum at one point. The bullet was found lying 
free in the abdominal cavity. Further exploration of the 
extraperitoneal area revealed that there was a through-and- 
through injury of the external iliac vein, which destroyed 
the bulk of the vein wall; bleeding from this area was brisk. 

No other injury to surrounding structures, including 
ureter and external iliac artery, was found. Repair of the 
vein was thought impossible, and consequently the external 
iliac vein was doubly ligated with suture ligatures and the 
perforation of the ileum was closed with interrupted cotton 
sutures. Exploration of the remainder of the abdominal 
cavity was entirely within normal limits; consequently, the 
abdomen was closed in layers. During the procedure the 
patient received an additional 1,500 cc. of lactated Ringer’s 
solution and 1,000 cc. of whole blood. An estimated blood 
loss at the time of surgery was about 1,200 cc. At the com- 
pletion of the operation the left leg was elevated, sheet 
wadding was applied, and the leg was wrapped in elastic 
bandages. The patient was then sent to the recovery room 
in good condition, his blood pressure at that time being 
120/85 mm. Hg. As the patient was moved from the 
operating table to the recovery room bed he suddenly had 
a sharp fall in blood pressure and became cold and clammy, 
and blood was seen to be oozing from the drain sites, which 
had been left lateral to the peritoneum, above the vein 
injury. Whole blood transfusion was again immediately 
started, this time intravenously at a rapid rate with use of 
the air bulb for pressure, and the patient was returned to 
the operating room. The previously made wound was then 
opened, and blood was seen to be coming from the femoral 
canal around the area of the previous ligation of the external 
iliac vein. On closer inspection, however, the bleeding was 
not coming from the previously severed and ligated end of 
the vein but apparently from the common femoral vein, 
which had been injured at a level lower than the area of 
ligation. This bleeding was then controlled by digital pres- 
sure; the patient was at this time receiving blood under 
pressure in two cut-down sites in the legs. 

Now a loud gurgling sound was heard; on inspection it was 
seen that the blood that had been under air pressure in the 
transfusion bottle was all absorbed and the patient had 
received a massive dose of air intravenously. This bottle was 
promptly disconnected, and in about 10 seconds the anes- 
thesiologist noticed that the patient had no blood pressure 
or pulse and was not breathing. Palpation of the abdominal 
aorta directly at this time revealed no pulse. The head of the 
table was then lowered to deep Trendelenburg position, and 
within 15 seconds the left side of the chest was opened 
through an intercostal incision between the fourth and fifth 
ribs. The heart was tremendously dilated and in complete 
arrest, and during manual compression it felt like a large 
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bag of air, having no contractile ability. Because of this, a 
large no. 13 needle was inserted into the anterior surface of 
the right ventricle and an attempt was made to withdraw 
air with a 20-cc. syringe. The air came out under such 
pressure that the plunger was literally blown out of the end 
of the syringe, and the air whistled through the needle and 
syringe in its exit from the right ventricular cavity. After 
this, the needle was removed and the heart was massaged. 
Again, it did not assume a normal rhythm spontaneously, so 
10 cc. of 1% procaine solution containing 1 cc. of 1:1,000 
epinephrine solution was introduced directly into the cavity 
of the left ventricle. Manual systole was continued and in 
about 10 seconds a normal sinus rhythm of 60 beats per 
minute was obtained. Within an additional 15 seconds the 
blood pressure was obtainable at 40/0 mm. Hg, and in the 
ensuing two minutes this rose to 90/40 mm. Hg. At this 
time the no. 13 aspiration needle hole in the right ventricle 
was spurting blood with each systole, and consequently this 
was closed with a single suture of 00000 Deknatel arterial 
silk. 
The patient was then breathing spontaneously, main- 
taining blood pressure and cardiac rhythm. Consequently the 
chest was closed, chest tubes were inserted, and the previous 
bleeding site was then reattacked. An incision was then 
made over the femoral canal in the leg, and the site of the 
lower perforation of the common femoral vein was then 
identified and closed with 00000 arterial silk suture without 
incident. The abdominal and leg wounds were then closed, 
and the patient returned to the recovery room in good con- 
dition, maintaining a blood pressure at that time of approxi- 
mately 90/60 mm. Hg. The patient had, by this time, re- 
ceived a total of 12 pints of blood and 4 liters of lactated 
Ringer’s solution. He was awake by the end of the second 
procedure, and his blood pressure promptly rose to 110/80 
mm. Hg, where it was well maintained. The postoperative 
course was complicated only in that on the second day 
postoperatively he developed paroxysmal auricular tachy- 
cardia, which was well controlled easily with digitalis. Chest 
tubes were removed on the fourth postoperative day and, 
after an episode of delirium tremens controlled by alcohol 
given intravenously, the patient began eating, was ambula- 
tory, and otherwise had an uneventful postoperative course. 


Comment 


Massive air embolism occurred during the in- 
fusion of whole blood under positive pressure while 
the patient was momentarily left unattended. The 
ensuing air embolism was so massive that it caused 
cardiac arrest and respiratory arrest within 15 sec- 
onds. The amount of air that was given was esti- 
mated to be in excess of 300 cc. in a period of a 
very few seconds. At the time this catastrophe oc- 
curred the patient was immediately put into 
Trendelenburg position and we contemplated turn- 
ing him on his left side as recommended by Durant, 
Long, and Oppenheimer‘ in their experimental 
work published in 1947. However, this air embolism 
was so rapid and so massive that cardiac and res- 
piratory arrest occurred before this maneuver could 
be attempted. Consequently, the chest was opened 
and cardiac massage begun within 30 seconds after 
the occurrence of the cardiac arrest. This, however, 
was not effective as long as the right ventricle was 
over distended with the tremendous quantity of air. 
Needle aspiration of the right ventricle relieved the 
air block, and massage of the heart then produced 
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an effective volume output. In less than a minute 
a regular cardiac rhythm had been restored, and 
blood pressure returned promptly. This method of 
therapy, although unknown to us at the time this 
catastrophe occurred, had been well outlined by 
Nicholson * in an excellent review of the etiology, 
diagnosis, and therapy of air embolism. 

To substantiate and repeat the method of therapy 
as has been outlined by Nicholson, the essential 
steps should include (1) withdrawal of the needle 
and discontinuance of the source of the air em- 
bolism; (2) lowering of the head to prevent air 
from entering the cerebral circulation in the event 
that arterial embolism may have occurred; (3) the 
placing of the patient in a left lateral position as 
recommended by Durant so that the air block may 
be released, if there is time for this maneuver; (4) 
if cardiac arrest occurs or the air embolism is too 
massive for this maneuver to succeed, the perform- 
ance of emergency thoracotomy with needle aspira- 
tion of the right ventricle followed by cardiac 
massage as was employed in this case is not only 
necessary but essential for preservation of life; 
and (5) maintenance of a clear airway and estab- 
lishment of continued effective artificial respiration 
with oxygen. This was carried out in the reported 
patient. 

Air was looked for in the left side of the heart 
with the thought that possibly the patient had an 
undiagnosed patent foramen ovale or congenital 
interventricular septal defect. No air, however, was 
seen in the coronary arteries at any time, and in 
view of the fact that the patient responded prompt- 
ly it was felt that he had received air only in the 
right side of the heart. It should also be pointed 
out that this catastrophe can be prevented in the 
future, as plastic blood containers that contain no 
air are now becoming available. 


Summary 


A patient with massive air embolism that pro- 
duced cardiac and respiratory arrest was success- 
fully treated. Essential in the successful treatment 
of air embolism of such a magnitude is immediate 
emergency thoractomy with needle aspiration of air 
from the right ventricle and manual cardiac mas- 
sage to correct the cardiac arrest. It is hoped that 
this additional article will call the attention of 
surgeons to the available methods of therapy of 
massive air embolism when this fortunately infre- 
quent but often fatal catastrophe occurs. 

5323 Harry Hines Blvd. (19). 
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MULTIPLE MYELOMA IN SIBLINGS 


Wallace E. Herrell, M.D., J. Douglas Ruff, M.D., Lexington, Ky. 


Edwin D., Bayrd, M.D., Rochester, Minn. 


We have had occasion to observe the occurrence 
of multiple myeloma in two siblings. These patients 
were not twins. We are unaware of any previous 
report of this disease occurring in siblings. None of 
the approximately 550 patients suffering with mul- 
tiple myeloma seen in the past at the Mayo Clinic * 
were siblings. 

The criteria for the diagnosis of multiple mye- 
loma are well established and need not be repeated 
here. The value of urethan (ethyl carbamate) in 
the treatment of some cases of multiple myeloma 
has been reported by a number of investigators. 
Kenny and Moloney’ reported the long-term use 
of urethan in three cases of multiple myeloma. Two 
of their patients were alive and well 11 years after 
administration of the drug was begun, and the third 
patient was alive 9 years after he first received 
urethan. These investigators emphasized that in all 
three cases the myeloma cells were of the mature 


Fig. 1 (case 1).—Photomicrograph of bone marrow 
(x 800). Note myeloma cells. 


type and that this, rather than the administration 
of urethan, might have accounted for the benign, 
chronic course of the disease. 


From the divisions of medicine, Lexington Clinic (Drs. Herrell and 
Ruff), and Mayo Clinic (Dr. Bayrd). 


In the two cases reported here, the myeloma 
cells also were of the mature type. One patient 
(case 1) was advised to take urethan, but refused 
to do so because it caused nausea and vomiting. 
This patient died. His brother (case 2) has taken 
1 Gm. of urethan three times daily for more than 
a year and is in excellent general condition at the 
time of writing. Reports of these two cases follow. 


Fig. 2 (case 1).—Roentgenogram of skull, showing areas 
of rarefaction in right frontal area. 


Report of Cases 


Case 1.—The patient was a 53-year-old male, first seen by 
one of us (W. E. H.) at the Mayo Clinic on Oct. 6, 1952. 
In mid-March of that year he had developed severe pain in 
the lower part of the back, radiating to the right and left 
lumbar areas, which was aggravated by movement, coughing 
and sneezing, and lifting and bending. The pain was so 
severe that the patient had discontinued his work as a 
banker about April 1. Roentgenographic examination of the 
spine at his local hospital had been reported to reveal 
“cystic change in the fifth lumbar vertebra.” He had worn 
a back brace since mid-April. Three weeks prior to his ad- 
mission, microscopic hematuria had been noted. He had been 
told that he had a “chronic blood condition” and had been 
given 2 Gm. of urethan daily. However, he had stopped 
taking the drug, since it caused nausea and vomiting. For 
three weeks before admission he had had soreness in the 
right hip. He also had noticed shooting pains in the right 
foot, particularly in the three middle toes. 

The general physical examination was negative, except for 
limitation of motion of the lumbar spine and muscle spasm. 
The patient’s weight was 177 lb. (80.3 kg.). His blood 
pressure was 120 mm. Hg systolic and 74 mm. Hg diastolic. 
Urinalysis revealed grade 4 (on a basis of 1 to 4) albumi- 
nuria and grade 4 erythrocyturia on two occasions. The test 
for Bence-Jones protein in the urine was not conclusive, due 
to the presence of blood. The concentration of hemoglobin 
was 12.4 Gm. per 100 cc. of blood. The erythrocyte count 
was 3,680,000 and the leukocyte count 4,800 per cubic 
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millimeter of blood, with 21.5% lymphocytes, 9.5% mono- 
cytes, and 69% neutrophils. There was 26 mg. of urea per 
100 cc. of blood. The Kline test for syphilis was negative. 
The sedimentation rate was 67 mm. in one hour (Wester- 
gren method). Blood smears showed grade 2 rouleaux 
formation and occasional myeloma cells. The total serum 
protein level was 7.91 Gm. per 100 cc. The albumin level 


Fig. 3 (case 2).—Photomicrograph of bone marrow 
(x 800), showing one myeloma cell with double nucleus. 


was 3.31 Gm. per 100 cc. and the globulin 4.60 Gm. per 
100 cc. Examination of the sternal marrow disclosed find- 
ings typical of myeloma (fig. 1). Roentgenographic examina- 
tion of the chest was negative. A roentgenogram of the 
lumbar spine showed a destructive lesion involving the fifth 
lumbar vertebra with partial collapse. A second lesion was 
noted in the right ilium, which was partially obscured by 
gas but was thought by the roentgenologist to be due to 
myeloma. A roentgenogram of the skull showed an area of 
rarefaction in the right frontal bone and other vaguely out- 
lined areas of rarefaction (fig. 2). An attempt to do a left 
retrograde pyelogram was unsuccessful, because an obstruc- 
tion was met in the left ureter. 

The patient was advised to continue taking full doses of 
urethan, which, as already has been stated, he failed to do. 
Within a few months he was bedridden, and he died at his 
home six months after dismissal. 

ASE 2.—The patient was a 55-year-old male, first seen at 
the Lexington Clinic on Oct. 8, 1956. His family history, as 
in his brother's case, was negative, except that their mother 
had died years ago of pernicious anemia. The patient had 
had a foreign-body, giant-cell tumor removed from his left 
tibia at the Mayo Clinic in 1939. There had been no recur- 
rence. The patient’s complaint was “back pain,” which had 
occurred intermittently since 1950. He had had an attack of 
acute back pain in 1950 and had worn a cast for three 
months, after which his pain had subsided. In 1952, he had 
had severe pain in the lumbar region, lasting approximately 
four weeks. In June, 1956, while working in his yard the 
patient pushed down hard on a shovel, which broke, causing 
him to fall. He immediately experienced severe pain in the 
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lumbar area with “muscle spasms.” He was unable to work 
for approximately three weeks. He then resumed his occupa- 
tion as a traveling salesman, but in mid-July, 1956, the pain 
became so severe that he again stopped working. The pain 
was located in the lumbosacral area and spread across both 
hips and upper lumbar areas, similar to that described by 
the patient's brother. Coughing and sneezing produced a 
knife-like pain in his back. The only diagnosis that had been 
made was “back strain.” 

The general physical examination was negative, except for 
marked limitation of motion of the lumbar spine with muscle 
spasm and absence of the ankle-jerk reflexes bilaterally. The 
patient’s weight was 162 lb. (73.5 kg.); his normal weight 
was 170 lb. (77.1 kg.). His blood pressure was 120 mm. Hg 
systolic and 80 mm. Hg diastolic. Urinalysis revealed 3+ 
albuminuria. The test for Bence-Jones protein in the urine 
was positive. The hemoglobin concentration was 11.9 Gm. 
per 100 cc. of blood. The erythrocytes numbered 3,860,000 
per cubic millimeter of blood and the leukocytes 6,200. The 
differential count revealed 51% neutrophils, 34% lympho- 
cytes, 6% monocytes, and 10% eosinophils. The Kahn test 
for syphilis was negative. The sedimentation rate was 112 
mm. in one hour (Westergren method). The total serum 
protein level was 7.68 Gm. per 100 cc. The albumin level 
was 3.1 Gm. and the globulin 4.58 Gm. per 100 cc. Exami- 
nation of smears of peripheral blood revealed marked rou- 
leaux formation with eosinophilia. The sternal marrow ap- 
peared typical of myeloma, with rather mature cells (fig. 3). 
Electrophoretic studies of the serum and urine disclosed 
changes characteristic of myeloma. A roentgenogram of the 
chest was negative. Roentgenographic examination of the 
lumbar spine and pelvis revealed marked demineralization 
with wedge deformity of the third and fourth lumbar verte- 
brae. A roentgenogram of the skull revealed demineraliza- 
tion and areas suggestive of myeloma (fig. 4). 

The diagnosis of multiple myeloma seemed adequately 
established. The patient was advised to take 1 Gm. of 
urethan three times daily and was dismissed on Oct. 10, 
1956. He took the drug unfailingly and after returning home 
began to improve. He also was fitted with a chair-back 
brace, which he has continued to wear. 


Fig. 4 (case 2).—Roentgenogram of skull, showing multi- 
ple areas of rarefaction. 


The patient returned to the Lexington Clinic on Oct. 7, 
1957. He was working full time. He stated that he had had 
no further back pain and felt better than he had in five 
years and that he had a good appetite and took the urethan 
with his meals. He had gained 8 lb. (3.6 kg.) in weight. 
The general physical examination was negative, except tor 
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some limitation of motion of the back. The hemoglobin 
measured 12.7 Gm. per 100 cc. of blood, and the erythro- 
cyte count was 4,120,000 per cubic millimeter. Urinalysis 
showed only a trace of albumin. The test for Bence-Jones 
protein in the urine was negative. The total serum protein 
value was 8.6 Gm. per 100 cc. The sedimentation rate was 
95 mm. in one hour. A roentgenogram of the chest was 
negative. Roentgenographic examination of the lumbar spine 
showed no change when compared with that made one year 
previously. The patient was in excellent general health and 
was happy with the result of treatment, particularly in view 
of his firsthand knowledge of the course of his brother's 
illness. 

Comment.—The response to urethan therapy in this case 
is gratifying and consistent with the scattered reports on the 
effectiveness of this drug in the treatment of multiple mye- 
loma that have appeared in the literature. 
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Summary 


Two cases of multiple myeloma occurred in sib- 
lings. In both cases the myeloma cells were of the 
mature type. One patient did not survive, but was 
unable to tolerate urethan therapy. The other pa- 
tient is alive and clinically well after being on ure- 
than therapy for a little more than a year. We are 
unaware of any previous report in the literature of 
multiple myeloma occurring in siblings. 
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PERNICIOUS ANEMIA 


REPORT OF A CASE 


Robert S. Nelson, M.D. 


and 


Dionisio S. J. Salvador, M.D., Houston, Texas 


Changes in the radiologic appearance or path- 
ological findings of the gastric antrum and pylorus 
in untreated pernicious anemia are rarely observed, 
but well-documented, phenomena. Most of the re- 
ports in the literature concern cases of pyloric hy- 
pertrophy discovered during routine postmortem 
studies on patients who died of pernicious anemia 
before treatment with liver or liver extracts became 
available.’ However, in 1935, BaStecky and Varadi * 
reported two patients with proved pernicious ane- 
mia with pseudotumors of the antral region, found 
on radiologic examination, which disappeared on 
treatment with liver extract. Our purpose is to re- 
port a similar case of radiologic antral deformity in 
a patient with proved pernicious anemia, where the 
evidence was so convincing that surgery was per- 
formed under the impression that the patient had 
antral carcinoma. 

A 67-year-old male was admitted to the hospital on 
June 5, 1957, complaining of weakness. Prior to admission, 
his physician had given him 2 pt. (1,000 cc.) of blood 
intravenously and had ordered an upper gastrointestinal 
series, which was reported as showing carcinoma of the 
stomach. On admission he denied having gastrointestinal 
symptoms but still complained of weakness. Initial physical 
examination revealed little of note except for moderate 
atrophy of the surface of the tongue. His blood pressure was 
105/70 mm. Hg, his pulse rate 76 and regular, and _ his 
respiration rate 20. The neurological examination was within 
normal limits. 


From the Department of Medicine, the University of Texas M. D. 
Anderson Hospital and Tumor Institute. 


The initial blood studies showed a hemoglobin level of 
6.2 Gm. per 100 ce., a red blood cell count of 2,010,000 per 
cubic millimeter, and a white blood cell count of 4,200 per 
cubic millimeter, with 37% polymorphonuclear leukocytes, 
50% normal lymphocytes, and 13% eosinophils. One stool 
was negative for occult blood. A platelet count was 86,000 
per cubic millimeter, and prothrombin time was 100% after 
the patient was given 1,000 cc. of blood. On June 12, 4 pt. 
(2,000 ce.) more of blood was given, with a rise in the 
hemoglobin level to 13.7 Gm. per 100 cc., a hematocrit of 
43%, and a platelet count of 30,000 per cubic millimeter. A 
bone marrow aspiration on June 13 showed many mega- 
loblasts and was interpreted as showing “megaloblastic 
anemia, probably pernicious anemia.” A Schilling test with 
radio-active vitamin By.?* on June 17, 1957, showed urinary 
excretion of only 2.5% of the labeled vitamin By dose. No free 
acid was found on fractional gastric analysis with histamine. 

At the time of admission, an x-ray of the chest was nega- 
tive, and an upper gastrointestinal series was read as show- 
ing “carcinoma of the gastric antrum with shallow ulcera- 
tion and extension along the stomach wall to well above the 
incisura angularis” (fig. 1). No obstruction was noted. The 
patient was completely asymptomatic after transfusions; he 
ate well and seemed in good health. A second upper gastro- 
intestinal x-ray series on June 25, 1957, three weeks after 
the first, was read as showing “iirevularity and rigidity of 
the walls of the distal antrum, extending proximally along 
the greater curvature anteriorly to the angularis, but only a 
few centimeters proximally along the lesser curvature. The 
mucosal pattern is obliterated in this area. The pyloric 
channel is elongated. Conclusion: Carcinoma of the antrum 
of the stomach” (fig. 2). A gastric washing was negative for 
abnormal cells. On gastroscopy, there were marked gen- 
eralized atrophic changes of the gastric mucosa, but no 
tumor was visualized in the antrum, and no ulceration was 
seen. 
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The patient was started on therapy with vitamin By» on 
June 19, with 100 mcg. given intramuscularly on alternate 
days, and placed on a diet of soft, bland foods. He contin- 
ued to do well and was up and about without difficulty. 
Because of the definite x-ray findings, which had failed to 
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by postmortem examination. Kleemann," in 1919, 
gave a detailed history of a case in which the 
pyloric deformity was diagnosed by x-ray exami- 
nation prior to death and confirmed on postmor- 
tem examination as actual pyloric hy- 
pertrophy. Mayeda,"* in 1921, described 
a fifth instance in which the patient died 
untreated and pathological study showed 
hypertrophy of the pylorus. In 1935, 
Bastecky and Varadi’* observed two pa- 
tients with proved pernicious anemia 
who on x-ray examination of the stomach 
showed deformities almost diagnostic of 
carcinoma of the antrum and pylorus. 
They astutely noted, however, that the 
deformity of the antrum was not entirely 
constant on repeated examination and 
that there was an unusual irregular con- 
tour to the stomach borders. Both pa- 
tients were treated nonsurgically with 
liver extract (it then being available), 
with reversal of the hematological pic- 
ture and change of the x-ray appearance 
to normal. In one patient, this change 
occurred in less than a month. These 
authors felt that in their patients there 


Fig. 1.—Roentgenogram showing initially discovered gastric antral deformity. was no actual pyloric hypertrophy, 


change appreciably over a three-week period, exploratory 
laparotomy was carried out on July 5, at which time no 
tumor was found. The antrum was studded with mucus- 
containing cysts, and one of these was excised for pathologi- 
cal examination, the stomach then being closed without 
resection. The excised specimen was reported as showing a 
mucous cyst lined by columnar epithelium, 
with atrophic overlying mucosa. A neighbor- 
ing lymph node, also resected, was negative 
for tumor. Convalescence was uneventful, 
and he was discharged on July 13, 1957. On 
follow-up examination on Sept. 24, 1957, he 
was completely asymptomatic and appeared 
in good health and spirits. Vitamin By 
therapy had been continued by his refer- 
ring physician. Hematological examination 
showed a hemoglobin level of 15 Gm. per 
100 ce. and a white blood cell count of 
6,000 per cubic millimeter, with a normal 
differential count and normal-appearing red 
blood cells. A repeat upper gastrointestinal 
x-ray series was read as showing irregularity 
of the antral outline, with exaggeration of 
the mucosal folds. The antral systole was 
complete, although irregular, and there was 
no rigidity of the gastric wall. The findings 
were felt to represent chronic hypertrophic 
antral gastritis (fig. 3). 


Comment 


A search of the recent literature has 
failed to reveal reports of pseudotum- 
ors or hypertrophy of the pylorus 
associated with untreated pernicious anemia. 
Koch,"” in 1915, described 12 cases of pyloric 
hypertrophy, 3 of which occurred in untreated pa- 
tients with pernicious anemia and were verified 


postulating instead, a spasm of the muco- 
sa] musculature without participation of the stomach 
musculature. They admitted that this was only a 
hypothesis, which they would find it difficult to 
support with facts. They also stated that they felt 
the x-ray picture was characteristic enough, when 


Fig. 2.—Gastric antral deformity seen 22 days after first x-ray series (fig. 1). 


found in patients with pernicious anemia, to permit 
observation of the deformity during therapy of the 
anemia, with the expectation that the changes 
would revert to normal with remission. 
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In our patient, even though there was excellent 
hematological remission by the time of the second 
x-ray examination, there was so little change in the 
stomach outline that the roentgenologist had no 
hesitation in diagnosing carcinoma of the antrum. 
Almost three months later there was still some de- 
formity, but this was read as gastritis and may 
easily have been caused by the numerous cysts of 
the antrum found at operation. These cysts were 
felt to be a logical result of the gastric mucosal 
atrophy, with repair and healing of the mucosa.” 


Fig. 3.—Appearance of gastric antrum after three months of 


parenteral vitamin By therapy. 


The marked deformity previously noted was not 
present. In commenting on the scarcity of reports 
concerning this condition, we note that none were 
found after 1935, when treatment of pernicious ane- 
mia with liver and liver extracts was well estab- 
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lished, and that cases of true hyperthrophy were 
seen only in untreated patients dying of their dis- 
ease. If muscular spasm does in time cause hyper- 
trophy of the pylorus in untreated patients, and if 
this is reversible by therapy in the early stages, it is 
possible that widespread use of “antianemic” prepa- 
rations, which frequently mask the picture of per- 
nicious anemia today, have made such observations 
as ours an extreme rarity. In two other untreated 
patients recently observed, however, upper gastro- 
intestinal x-ray series were entirely normal. Pseudo- 
tumors of the antrum would appear to be quite 
rare in pernicious anemia even without therapy. 


Summary 


A case of pseudotumor of the gastric antrum 
was discovered by x-ray in a patient with un- 
treated pernicious anemia. The deformity per- 
sisted during two radiologic examinations. 
Exploration was done, and no tumor was found. 
After treatment with vitamin B,., much of the 
radiologic deformity disappeared. Several such 
cases were reported in the literature prior to 
1935. 


6723 Bertner (25) (Dr. Nelson). 
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Revaluation, Medicine 


HANGING ASPECTS OF VENEREAL DISEASE.—The reduction in venereal 
diseases since the second world war probably owes mora to favourable social 
conditions than to new remedies, In respect of only one disease, syphilis, is 


there evidence of considerable success in the campaign for control; and even for 
syphilis the ultimate outcome remains in doubt. Gonorrhoea threatens again to 
become very serious, and solution of the major problem of non-specific genital in- 
fection is not in sight. There are reasons for thinking that the incidence of lympho- 
granuloma venereum and even of granuloma inguinale may be increasing. The post- 
war decline in incidence, and the introduction of new remedies, have inspired a false 
confidence and a move to dismantle some of the organization which has served the 
public well in the control of these diseases. Because of this attitude it has been diff- 
cult to recruit young men of quality to this special subject. There is a case for 
strengthening rather than weakening the venereal-diseases scheme and for offering 
encouragement to new entrants by filling vacant appointments with venereologists 
and by financing research.—Ambrose King, “These Dying Diseases”: Venereology in 
Decline? Lancet, March 29, 1958. 
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BACTERIAL ENDOCARDITIS DUE TO PSEUDOMONAS AERUGINOSA 
REPORT OF A CASE 


Larry W. McDonald, M.D., Paul S. Rhoads, M.D. 


and 


Anna K. Knapp, M.D., Chicago 


male in acute distress. He was dyspneic, somewhat ortho- 


Bacteremia due to Pseudomonas aeruginosa was 
pneic, and rather apathetic. The lungs were clear. The apex 


until beat of the heart was in the midclavicular line in the fifth 
Comte 7 interspace and was regular. Diastolic and systolic grade 4 
micro-organism have been reported, doubtless due murmurs were heard best in the mitral area but were clearly 

audible over the entire precordium. Twelve hours after 


to the unusual resistance of this bacterium to all of 
the antimicrobial agents in common use. The pres- admission these murmurs had changed to only a diastolic 
grade 4 murmur heard best in the second and third inter- 
3 < spaces on the left. There was no peripheral edema. Muscle 
guarding was noted in the right upper quadrant and inter- 
fered with accurate estimation of the size of the liver. 
Passive motion of the lower extremities caused pain. 
Admission urinalysis gave normal findings. The hematocrit 
was 44%, and there was leukocytosis (20,000 leukocytes per 
cubic millimeter), with a differential count of 71% seg- 
mented neutrophils (many with toxic granules), 20% un- 
segmented neutrophils, and 9% lymphocytes. A corrected 


Fig. 1.—Photograph taken on 16th hospital day, showing 
petechiae over trunk and upper extremities. 


ent case is unique in that there was marked vege- 
tative endocarditis of the aortic valve. Our search 
of the literature indicates that it is the 10th case of 
endocarditis due to Pseudomonas aeruginosa to be 
reported. 

The patient was a 23-year-old male narcotics addict ad- 
mitted to the service of one of us (P. S. R.) in July, 1956. 
Since childhood he had had attacks of rheumatic fever, the 
exact number being uncertain. He admitted having given 
himself an intravenous injection of heroin two weeks prior to 
the time he was seen by us. When first seen by us he was 
complaining of pain in both small and large joints. Fever 
had been present for at least several days. Over the preced- 
ing week there had been one episode of vomiting; there was 
some abdominal distress. No bowel movement had occurred 
without an enema over the preceding week. His voice had 
gradually become weaker until he could speak only in a 


whisper. 

The patient’s temperature on admission was 99.8 F 
(37.7 C), his respiration rate 22 per minute, his pulse rate : 

. . . ‘ wiene 

94 per minute, and his blood pressure 130/68 mm. Hg. Fig. 2.—Aortic valve, showing vegetations on valve cusps. 
Physical examination revealed a_ well-developed, slender 
the Depestment Medicine ond Department of Pathology, genograms of the chest showed some cardiomegaly, but there 

icago esley Memoria ospital and the partment of Medicine, : : forth 
Northwestern University School of Medicine. Dr. McDonald is now on — or in the lungs or significant engorgement of 
active duty with the U.S. Army Air Force. De. Knepe is now at the pulmonary vessels. Roentgenograms of the abdomen showed 
Veterans Administration Research Hospital. much enlargement of the liver and moderate splenomegaly. 
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There were many amorphous collections of calcium within 
the liver. An electrocardiogram taken on the second hospital 
day revealed nonspecific changes. Agglutination tests done 
on the third hospital day for typhoid, paratyphoid, Brucella, 
and Proteus X-19 (Weil-Felix test) were all negative. 

On admission a culture of a blood specimen was made, 
which on the third hospital day was positive for Pseudo- 
monas aeruginosa. It was found to be most sensitive to 
dihydrostreptomycin and polymyxin B. Therapy with peni- 
cillin had been started in a dosage of 2,400,000 units per 
day on admission. When the sensitivity studies were re- 
ported on the third hospital day, the antibiotics were 
changed to polymyxin B ( Aerosporin), 200 mg. intramuscu- 
larly daily (in four equally divided doses), dihydrostrepto- 
mycin, 1.0 Gm. intramuscularly daily (in two equally 
divided doses), and chlortetracycline, 0.5 Gm. intramuscu- 
larly twice daily. Since there was no clinical improvement 
after three days, sulfisoxazole, up to 8 Gm. daily, was given 
also. It was without effect, and its use was discontinued 
after six days. There was a spiking fever with temperatures 
ranging between 100 and 106 F (37.8 and 41.1 C) through- 
out the hospital course. Four blood cultures made during the 
polymyxin B therapy were negative. On the 10th hospital 
day, however, the therapy with polymyxin B was discon- 
tinued because of albuminuria. A blood culture made on the 
llth hospital day was positive for Ps. aeruginosa. A lumbar 
puncture was done on the third hospital day. The pressure 
was slightly increased (240 mm. H:O), and the cellular 


pati 


3 


Fig. 3.—Cut surface of spleen, showing splenic infarcts. 
content was 20 erythrocytes per cubic millimeter and 68 
leukocytes per cubic millimeter, with a differential count of 
93% lymphocytes and 7% polymorphonuclear leukocytes. 
Cultures of the spinal fluid remained sterile. 

On the third hospital day it was noted that the patient 
appeared to be more confused. The Kernig and Brudzinski 
signs were positive. He gradually became more lethargic, 
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with intermittent periods of excitement, which were slightly 
relieved with morphine. On the ninth hospital day there was 
a right-sided hemiparesis, with Babinski and Hoffmann signs 
on the right. The lungs remained clear. There was now a 
loud systolic murmur in the aortic area. A sacral decubitus 
ulcer was observed at this time. Gastric tube feedings were 
begun. On the 12th hospital day petechiae were noted over 
the trunk and upper extremities (fig. 1); there was also a 
left subconjunctival hemorrhage. The spleen was palpable. 
The decubitus ulcers were becoming much larger. The urine 


Fig. 4.—Kidney, showing petechiae. 


was grossly bloody. Episodes of epistaxis developed. On the 
evening of the 12th day the patient became comatose. His 
blood pressure remained fairly stable at around 110/60 mm. 
Hg, with a rapid pulse rate, ranging from 120 to 150 per 
minute. In spite of albuminuria, which went as high as 
100 mg.%, therapy with polymyxin B was resumed on the 
14th hospital day. 

On the 15th hospital day the patient’s respirations became 
rapid and deep, but his lungs remained surprisingly clear. 
The patient died on the 17th day after admission. 


Autopsy Findings 


External examination revealed petechiae over the 
entire body, but these were most numerous over 
the trunk. The heart weighed 500 Gm. There was 
thickening of the leaflets and cusps of the mitral 
and aortic valves, with pale vellow-gray discolor- 
ation of the edges. Loosely adherent friable dark 
red-brown material was adherent to the cusps of 
the tricuspid and mitral valves along their lines of 
contact. Attached to the ventricular surface of the 
anterior cusp of the aortic valve was a friable vege- 
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tation measuring 4 by 3 by 2 cm. (fig. 2). Some 
similar tissue was present on the ventricular sur- 
face of the left posterior cusp for a distance of 
1 cm. from the valve edge. There were subcommis- 
sural adhesions between all cusps of the aortic 
valve. Many of the chordae tendinae and papillary 
muscles were shortened and thickened. 

The spleen weighed 1,600 Gm., and broad dull 
yellow-gray depressed bands were noted over its 
surface. Cut sections revealed numerous wedge- 


Fig. 5.—Cut surfaces of kidney, showing infarcts. 


shaped pale gray-yellow splenic infarcts (fig. 3). 
The kidneys weighed 350 Gm. each. The surfaces 
were smooth and covered with petechiae except 
for several depressed pale yellow scars (fig. 4). 
The cut surfaces (fig. 5) showed distinct cortical 
striations and an abrupt corticomedullary junction. 
There were triangular-shaped areas of pale pink- 
yellow discoloration on the cut surfaces of both 
kidneys. Segments of the small and large intestine 
were discolored dark purple for distances up to 
35 cm. In these areas of discoloration of the intes- 
tine there were nodular elevations measuring up to 
0.8 cm. in diameter (fig. 6). The mucosa was 
grossly ulcerated over one of these nodules in the 
small intestine. The middle cerebral artery was 
found to have lost its usual delicate structure. It 
appeared to be occluded by antemortem blood clot, 
and there were two areas of dark red-brown soften- 
ing of the left cerebral hemisphere. The larger of 
these was in the parietal lobe and measured 5 cm. 
in diameter, and the smaller was in the frontal lobe 
and measured 0.2 cm. in diameter. 

Microscopic sections of the aortic valve revealed 
dense, somewhat irregularly arranged fibrous con- 
nective tissue. Attached to this in one area of the 
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section was seen a fibrin network in which were 
entrapped polymorphonuclear leukocytes and an 
occasional lymphocyte. Along the free edge of the 
fibrin layer and occasionally within the loosely 
arranged connective tissue were collections of baso- 
philic material which under higher magnification 
were found to consist of basophilic rod forms of 
bacteria. These bacilli were not seen within any of 
the inflammatory cells. Sections of the coronary 
arteries showed infiltration of the media with seg- 
mented neutrophils and occasional clumps of 
basophilic rod forms of bacteria. Within the adja- 
cent myocardium there were also many segmented 
neutrophils. Microscopic sections of the kidneys 


PETIT 


TTT 


Fig. 6.—Mucosal surface of segment of jejunum, showing 
ulcerated nodule. 


revealed acute glomerulitis and an occasional area 
of focal embolic glomerulonephritis. Also recent 
infarcts of the kidneys were observed. Cultures 
taken at autopsy from the heart blood and the aortic 
vegetation yielded pure growth of Ps. aeruginosa. 
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The anatomic diagnoses were acute vegetative 
bacterial endocarditis of the aortic, mitral, and 
tricuspid valves, with septic infarcts of the spleen, 
kidneys, small and large intestine, and cerebrum; 
old rheumatic endocarditis of the aortic and mitral 
valves; and hypertrophy and dilatation of the 
heart. 


Comment 


To conserve space, Ps. aeruginosa bacteremia 
will not be discussed except to say that more than 
150 cases were found to be recorded in our search 
of the literature. The majority were sequels of 
urinary tract infections, in most of which the micro- 
organism was introduced by instrumentation. An- 
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of a narcotic. In only two of the nine other cases 
was the aortic valve the site of infected vegeta- 
tions. 


Summary 


A case of acute bacterial endocarditis was estab- 
lished to be due to Pseudomonas aeruginosa and is 
unusual in that the aortic valve was primarily in- 
volved. As in all but one of the previously estab- 
lished cases there was no phagocytosis of the ba- 
cilli. Involvement of the media of the coronary 
arteries was found; involvement of arteries was 
also reported in all but one of the previously estab- 
lished cases. 


250 E. Superior St. (11) (Dr. Rhoads). 


Reported Cases of Pseudomonas Aeruginosa Endocarditis 


Age, Portal Values 
Author Yr. Sex of Entry Involved 
Blum, S.: Centralbl. 
2%mo. M Skin Mitral 
De la Camp, O.: Charite- 
F Skin? Mitral 
Rolly: Munchen. med. 
Wehnscehr. 53:1399, 1906. .... 28 F Uterus? Mitral 
Thayer, W.S.: 
Johns Hopkins Hosp. 
42 F Gastro- Mitral 
intestinal 
tract 
Bungeler, W: Frankfurt. 
Ztsehr. Path. 35:428, 
65 M Intravenous Mitral 
35 M Parenteral Aortie & 
injection mitral 
(probably 
intravenous) 
Fish, G. W., and others: Am. 
J. Path. {3:121, 1067. ....... 71 M Urinary tract Aortic 


(probable 

site of pros- 

tatectomy) 
Moragues, V., and 

Anderson, W. A. D.: Am. 

Int. Med. 19:146, 1943. ...... 66 M Urinary tract Mitral 
Waisbren and Hastings? ..... 81 M Urinary tract Mitral 
CABO 23 M Intravenous Aortie; 

slight 


Gram-Negative 
Previous Bacilli in 
Damage to Valvular 

Valves Lesion Damage to Other Tissues 
No Yes Congenital syphilis; rhagades & 
skin eruption 


Ps. Aeruginosa Polyarthritis; hemorrhagic diathesis 
isolated in 
pure culture 


e 
mentioned 


Old rheumatie Yes Meningitis; metastatie abscesses of 


spleen & kidneys 


Yes Ulceration of small & large intestine, 
with perforation & peritonitis; 
rectovaginal fistula; pulmonary 
tuberculosis; pleurisy & bronechi- 
ectasis; carcinoma of stomach 


None 
mentioned 


Endocarditis No Ps, aeruginosa, Pr. vulgaris, & 


of mitral hemolytie streptococci in spleen 
valve 7 yr. 
earlier 

No Yes Abscess at puncture site 

No Yes Intarets of kidneys 

Old mitral Yes Diabetes: meninges, arteries, spleen, 
endocarditis lungs, kidneys, & prostate involved 

by gram-negative bacilli 
Yes Yes Subacute bacterial endocarditis 


extended into left atrium 
Septie infarets of spleen, kidneys, 


Old rheumatie Yes 
i cerebrum, small & large intestine 


endocarditis 


involvement 
of mitral & 
tricuspid 


other important group of blood stream infections 
were secondary to burns. Somewhat over half of 
the patients reviewed died, in spite of therapy with 
streptomycin, polymyxin B, and tetracyclines. Good 
reviews of the literature on Ps. aeruginosa bac- 
teremia appear in papers by Waisbren and Hast- 
ings’ and Martin and co-workers.’ 

The 10 recorded cases of Ps. aeruginosa endo- 
carditis are summarized in the table. All were fatal. 
It will be noted that only one other case * was 
known to be secondary to intravenous introduction 


The polymyxin B used in this case was supplied as 
Aerosporin through the courtesy of Burroughs Wellcome & 


Company, Inc., of Tuckahoe, N. Y. 
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CEREBROSPINAL FLUID PROTEIN AND GLYCOPROTEIN 
LEVELS IN CONGESTIVE HEART FAILURE 


Joseph B. Green, M.D., Francis M. Forster, M.D., Walter C. Hess, Ph.D. 
and 
Nezahat F. Henderson, M.S., Washington, D. C. 


Apostol and associates ' reported that the glyco- was measured simultaneously. The blood cell count 
protein concentration in the cerebrospinal fluid was normal and the result of a serologic test for 
(CSF) was frequently increased in neurological syphilis negative in each instance. The etiology 
diseases; the level was especially high in patients of the heart disease was established on clinical 
with brain tumors. It was shown by Roboz and co- grounds (see the table). Utmost care was taken to 
workers * that the serum glycoprotein content is exclude patients from this study whose history or 
also increased in cases of central nervous system physical examination suggested a coexistent neu- 
neoplasms. Other workers have indicated that dia- rological disease. 
betes,’ myocardial infarction,* and rheumatic dis- The CSF protein level was determined by a 
eases ° may be associated with an increase in the modification of the biuret method described by 
serum carbohydrates which are bound to protein. Weichselbaum.’ Normal values, as obtained in this 
In addition, this serum change has been observed laboratory, ranged from 15 to 45 mg. per 100 cc., 
in patients with congestive heart failure.* It seemed with a mean of 35. The glycoprotein or total poly- 
pertinent to determine if the glycoprotein content saccharide concentration was determined by alco- 


Results of Cerebrospinal Fluid Analysis and Venous Pressure Determination in Nineteen Patients with Heart Disease 


Total Poly- 


Total Protein saccharide Glycoprotein Mueoprotein Venous CSF 
Level, Mg. per Level, Mg. per Level, Mg. per Level, Mg. per Pressure, Pressure, Heart 
Case No. 100 MI. 100 MI. 100 MI 100 MI. Mm. He Mm. H2O Failure Diagnosis* 

38 3.4 330 300 + H&ASCVD 

cece 58 3.0 2.5 1.0 140 HCVD 

27 270 350 + HCVD 
27 130 ASCVD 
tives 38 3.3 1.8 1.3 200 + ASCVD 
sees 38 260 200 + HCVD 
Ad 47 1.4 0.8 65 140 ~- ASCVD 
28 1.8 0.9 0.7 275 280 + RHD 

38 2.0 1.0 0.9 300 + CP 

40 1.8 150 RHD 


* HCVD = hypertensive cardiovascular disease; RHD = rheumatie heart disease; CHD = congenital heart disease; ASCVD = arteriosclerotie 
eardiovascular disease; CP=cor pulmonale due to emphysema and pulmonary fibrosis. 


of the cerebrospinal fluid, as well as of the serum, hol precipitation of the high molecular weight car- 
was increased in a common systemic disease, such bohydrates (free and bound to protein), which 
as congestive heart failure. Such information would were then analyzed as milligrams of hexose. The 
be of importance in assessing the specificity of ele- method has been described in detail elsewhere.” 
vations of the CSF glycoprotein level for lesions of In some cases the two principal fractions of the 
the nervous system and in avoiding misinterpreta- total glycoprotein level were determined. These 


tions of results of CSF analyses when a patient in 
heart failure displays neurological symptomatology. 
Accordingly, the CSF glycoprotein level was de- 
termined in a series of patients all of whom were in, 
or had recently recovered from, congestive failure. 


are, according to Winzler’s classification,’ glycopro- 
tein and mucoprotein. The procedure used was a 
modification of one used for serum by Weimer and 
Moshin'® and has been previously reported by 
Roboz and associates."' It is based on the fact that 


Materials and Methods the mucoprotein is not precipitated by a perchloric 

The cerebrospinal fluid sample was obtained by and, thas, be separated the 

lumbar puncture from 19 patients who either were precipitated gly coprotein. The vaste veapen 7 

in congestive failure at the time or had been in then be precipitated by phosphotungstic acid and 
failure within the prior 14 days. The CSF pressure analyzed for hexose content. 

was recorded, and in 10 cases the venous pressure The normal CSF total glycoprotein or polysac- 


— ~ charide content, based on that found in 15 subjects, 
University School of Medicine. was 1.44 + 0.47 mg. of hexose per 100 ml. The 
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glycoprotein hexose level was 0.91 + 0.32 mg., and 
the mucoprotein hexose was 0.53 + 0.12 mg. per 
100 ml. 

Results 


The results are listed in the table. Only 3 of 19 
patients had a CSF total protein level of over 50 
mg. per 100 ml. Six of 17 patients had total poly- 
saccharide levels which exceeded the normal mean 
plus three standard deviations. A study of the table 
reveals that there was no correlation between the 
total polysaccharide and the total protein levels. 
Elevations of either bore no relationship to the 
height of the venous or CSF pressure, the presence 
of congestive failure at the time of lumbar punc- 
ture, or the etiology of the heart disease. 

In six patients the glycoprotein and mucoprotein 
hexose levels were determined. In two of these, the 
amount of both fractions was over three standard 
deviations higher than the mean, while in one pa- 
tient the mucoprotein hexose level alone was ele- 
vated. The relation of the CSF pressure to the 
venous pressure may also be seen in the table. 
Every patient in congestive failure had an elevated 
CSF opening pressure. 


Comment 


The results obtained in this study of cerebrospi- 
nal fluid protein level are in agreement with those 
reported by Merritt and Fremont-Smith,’* who 
found normal levels in the majority of the cases of 
congestive failure they studied. 

It is difficult to quantitate the relationship of the 
CSF pressure to the venous pressure, since an accu- 
rate measure of the former was precluded in most 
cases by the inability of the dyspneic patients to 
lie perfectly flat in bed. An elevated CSF pressure 
was found only in patients who were in failure, and 
in these the venous pressure, when taken, was also 
elevated. No constant ratio between the venous and 
CSF pressures was observed. This is in agreement 
with the report of Friedfeld and Fishberg '* but 
differs from the relationship noted by Harrison,"* 
who calculated a ratio of CSF to venous pressure 
of 1:6 both in normal subjects and in patients in 
congestive failure. 

An appreciable number of patients in congestive 
heart failure, or who recently recovered from fail- 
ure, had an elevated CSF glycoprotein concentra- 
tion. The presence of these elevations could not be 
correlated with any other clinical or laboratory 
manifestation of congestive failure. They were not 
associated with a coexistent neurological disease, 
since care had been taken to exclude such coinci- 
dences from this study. It is likely, therefore, that 
the increased CSF glycoprotein content in the 
cases of congestive heart failure reflects a systemic 
abnormality. Preliminary data suggest that the 
serum glycoprotein level is also elevated. 

It may be concluded that an increased CSF gly- 
coprotein level does not necessarily indicate a dis- 
ease primarily involving the nervous system. Thus, 
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care must be exercised in the interpretation of this 
abnormality when it is present in a patient with 
serious heart disease. 


Summary 


The cerebrospinal fluid (CSF) pressure and pro- 
tein and glycoprotein hexose levels were deter- 
mined in a series of patients all of whom were in or 
had recently been in congestive heart failure. The 
CSF pressure was elevated in those patients in 
congestive failure. The total protein content was 
usually within normal limits in all cases. In 6 of 17 
cases the CSF glycoprotein level was significantly 
elevated. An increased CSF glycoprotein level is 
therefore not specific for neurological disease and 
should not, in itself, suggest a neurological dis- 
order in a patient in heart failure. 


3800 Reservoir Rd. N. W. (7) (Dr. Forster). 


This study was supported by a grant from the National 
Institutes of Health. 
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MEDICINE AT WORK 


ROBBER OF FIVE MILLION BRAINS 


Milton Golin 


Twenty-six terrified children are riding with you this Spring as their school bus careens 
wildly over the steep and winding road near Ironton, Ohio—and you jump as they jump, in 
wide-eyed ones and twos, when the bus slows crazily at every curve. The driver is intoxi- 


cated—a problem drinker. 


You stand beside the bleary-eyed executive in his locked Manhattan office while he bangs 
down a rubber stamp facsimile signature which, he hopes, will excuse him from the scrawl 
that is a dead giveaway of the shakes. Liquor is his boss. 

Smell the breath of that Texas salesman as he stops his car to “fortify” himself with a swig 
of rum. Catch the Wisconsin logger’s wife when he knocks her across the room in bourbon 
rage. Peek through the apartment window of the San Francisco typist “staying in with a head- 
ache” while she solitarily starts an all-day gin binge. 


This is alcoholism: A complex disease’ that 
prompts the unthinking to joke about drunks but 
can leave families homeless and penniless; a mas- 
sive medical puzzler which is no less soluble be- 
cause it also is a major sociological and economic 
problem; a public cancer that can turn some men 
against themselves but to which others are com- 
pletely resistant; a blight so singularly human that 
the Bible warns against it, Shakespeare diagnoses 
it, and Tennessee Williams builds a prize-winning 
play around it.’ 

Drink has taken 5 million men and women in the 
United States, taken them as masters take slaves. and 
new acquisitions are going on at the rate of 200,000 
a year. Yet, the disease that lurks in alcohol is a fickle 
tyrant—choosing, unexplainably, the one drinker out 
of every 16 over whom it is able to exert complete 
control. This is because, in a larger sense, the culprit 
is not alcohol. It is alcoholism. Oddly enough, the 
great majority of drinkers cannot acquire this sick- 
ness no matter how hard they may try. 

One who tried is a New York City physician who, 
purely in the interest of medical science, set out to 
prove with his own body that alcohol was as addic- 
tive as morphine. He loaded the trunk of his car 
with cases of whisky and drove to an isolated cabin 
in New England. There, day after day and night 
after night, he drank and sang and drank. But he 
was not happy. For at the end of one solid month 


of inebriation, when this doctor returned to his of- 


fice to measure his cravings and physical depend- 
ency upon alcohol as a drug, only one thing was 
certain: He did not want to look at liquor for the 
rest of his life. 

What the experiment did prove (and the proof 
is not new) was that alcoholism, like cancer, cannot 
be implanted in simply anyone by physiological 
means alone. A multiplicity of other conditions also 
are disease factors. Tests with animals tend to bear 
this out. An elephant, for example, is subject to 


severe stomach cramps if it is exposed to cold 
weather for any great length of time and will start 
trumpeting with pain. Its physical hurt plus ac- 
companying psychological stress can be relieved by 
a large bucket of gin and ginger. But, after taking 
this remedy a few times the elephant becomes a 
crafty alcoholic, feigning pain and moaning piti- 
fully for his daily swig. Cats have been turned into 
alcoholics by spiking their milk with liquor while 
placing them in a variety of frustrating situations. 
In similar tests with rats under nonstress conditions, 
the rodents were able to take their whisky or leave it. 

Alcoholism in man is basically a brain disease— 
insofar as the brain is a physiological organ subject 
to blood changes, a psychological organ subject to 
mental and emotional stresses, and a sociological 
organ subject to interpersonal demands and byplay. 


From Torture to Treatment 


Ever since prehistoric man first learned the 
technique of fermentation, he has been troubled 
with problems of intoxication and—as he became 
more “civilized”—of alcoholism. In those millenniums, 
drink toppled kingdoms while clergymen preached 
its evils; it betrayed armies while governors imposed 
stiffer penalties and crueler tortures on drunkards. 
Medical researchers more than a quarter of a 
century ago took alcoholism out of the category 
of moral dereliction. But only in relatively recent 
years have influential men and organizations come 
to realize that compulsive drinking is immune to 
punishment and sermonizing and that alcoholism 
is a disease which is best assailable under a com- 
passionate and concerted attack by many segments 
of society. Like syphilis, alcoholism at last is being 
fought out in the open—spotlighted as a disease 
that responds to treatment, rather than beclouded 
as an irredeemable moral failing that forever must 
be condemned in the individual and tolerated in 
the mass. 
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Dr. Gunnar Gundersen, President of the Ameri- 
can Medical Association, says: “We are under no 
delusions that the problem can be completely solved 
by purely scientific methods. The physician can 
restore the alcoholic’s physical health, calm him 
mentally, and help him to meet basic human prob- 
lems. At the same time, however, the ultimate solu- 
tion may have to come from the patient’s religious 
counsellor, his wife, employer, or whatever source 
might hold the trump card for an individual case. 
The medical profession is cooperating with volun- 
tary agencies, public health groups, and legal au- 
thorities in developing a unified approach to the 
alcoholism problem.” 
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Who are medicine’s allies in the war against 
alcoholism? They are clergymen and businessmen, 
labor leaders and schoolteachers, lawyers and bar- 
tenders, policemen and playwrights. And they are 
the alcoholics themselves. 

Every recovered alcoholic is a particularly in- 
cisive fighter against his own disease—more thor- 
ough than the ex-tuberculosis patient trying to 
limit the spread of tuberculosis, more effective than 
the heart attack survivor seeking to defeat cardiac 
diseases, more influential than the cancer victim 
hoping to ease the lives of others stricken like he is. 
More than 150,000 of these victims-turned-counsel- 
lors next year will observe the 25th anniversary of 


How do you define alcoholism? What is an 
alcoholic? A variety of answers are quoted here 
from observers who, in their diverse descriptions, 
not only express shadings of viewpoint but also 
illustrate the complexity of this disease. 


“Alcoholism is a complex disease having physio- 
logical, psychological, and sociological implica- 
tions.” —National Council on Alcoholism 


“Alcoholism is drinking to escape problems cre- 
ated by drinking.”"—A panelist at Yale Center of 
Alcohol Studies 


“Alcoholism is reached when certain individuals 
stop ‘bragging’ about how much they can drink 
and begin to lie about the amount they are 
drinking.”— A. M. A. Archives of Industrial Health 


“Alcoholism is a chronic behavioral disorder 
manifested by repeated drinking of alcoholic bev- 
erages in excess of the dietary and social uses of 
the community and to an extent that interferes 
with the drinker’s health or his social or economic 
functioning.” 

—Mark Keller, managing editor, 
Quarterly Journal of Alcohol Studies 


“Alcoholism represents the abnormal survival in 
adulthood of a need for the infantile normal ex- 
perience of unitary pleasure of body and mind. 
The alcoholic rediscovers this experience in the 
course of intoxication. He cannot resist its gratifi- 
cation, however illusory or temporary it turns out 
to be.” —Giorgio Lolli, New York physiologist 


“One drink is too many. Twenty are not 
enough.”—Skid Row alcoholic in medical interview 
“.. . an obsession of the mind coupled with an 
allergy of the body.” —Alcoholics Anonymous 


WHAT IS AN ALCOHOLIC? WHAT IS ALCOHOLISM? 
SOME DEFINITIONS ... 


“One becomes an alcoholic when he begins to 
be concerned about how activities might interfere 
with his drinking instead of how drinking might 
interfere with his activities.” 

—World Health Organization 


“First the man takes a drink, 
Then the drink takes a drink, 
Then the drink takes a man.” 
—Japanese proverb 


“The alcoholic drinks because he has to. The 
drunkard drinks because he wants to. Once the 
alcoholic starts drinking he can’t stop. The drunk- 
ard can stop whenever he feels like it. When the 
alcoholic drinks, all he can think about is where he 
will get his next drink. When the drunkard drinks, 
he wants only to get high and enjoy himself. . . . 
Most alcoholics start out as social drinkers. But 
who knows where the responsibility for his becom- 
ing an alcoholic lies?” 

—Father Ralph S. Pfau, a recovered alcoholic, 
in his book, “A Priest’s Own Story” 


“A drinking man’s someone who wants to forget 
he isn’t still young and believing.” 

—From Tennessee Williams’ 

“Cat on a Hot Tin Roof” 


“The drinker who uses judgment allows his body 
to utilize the drink he has consumed before he 
takes another. But the alcoholic continues to drink, 
unable to control his compulsion. Many an alcoholic 
would literally drink himself to death if nature did 
not intervene by causing unconsciousness. It is dif- 
ficult to recognize when social drinking ceases and 
alcoholism begins.” 

—Marvin A. Block, Chairman, 
A. M. A. Committee on Alcoholism 
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their savior, Alcoholics Anonymous. Their “strength 
amid weakness” is shown today in the successful 
activities of 7,000 AA groups across the nation. 

Yet, because the therapy of Alcoholics Anony- 
mous tends to help only those who can adjust to 
the intense group life of its program, many alco- 
holics are not treatable through this approach. By 
their very nature, most alcoholics are antisocial. 
A New Jersey alcoholic recently put it this way to 
a physician: “I don’t see the point AA preaches. 
I don't like to hear other people’s troubles.” Never- 
theless, Alcoholics Anonymous remains one of the 
effective ways of dealing with the sickness. For 
thousands of victims it is the avenue for a life free 
from compulsive drinking. 


Action Across the Country 


Not only in AA but in the efforts of diverse organi- 
zations and individuals all across the land this dis- 
ease is being fought today with a vigor never before 
seen. These forces are combining with the medical 
profession in a tone of courage, and not plodding 
along separately in a panicky defeatism that “some- 
thing, anything, must be done.” 

—In New York City, clergymen and judges are 
joining medical leaders as lecturers in a new course 
established at Fordham University for social work- 
ers dealing with alcoholics. 

—In Chicago, the police department operates a 
Fellowship Club for the rehabilitation of officers 
afflicted with alcoholism. Founded in 1954, it is the 
first organization of its kind, and is being used as 
a pattern by police administrators in San Francisco 
and other cities. A decade ago no police force would 
dare admit it had an alcoholism problem. 

—In Westport, Conn., a volunteer citizens com- 
mittee last vear began manning an alcoholism in- 
formation center for that city and nine surrounding 
communities “to help prevent and arrest alcoholism 
through education in school, in the church, in the 
medical profession and in the community.” 

—In California, a 10% liquor license fee increase 
which went into effect last year is helping to finance 
eight alcoholism rehabilitation clinics on a shared- 
cost basis with communities. 

—In Boston, officials of the General Electric 
Company launched its in-plant program for prob- 
lem drinkers by sending the firm’s personnel work- 
ers and foremen to special evening classes on alco- 
holism at Boston University. Problem drinkers get 
team treatment and group therapy at the Boston 
Committee on Alcoholism clinic, which is manned 
by psychiatrists, psychologists, family advisors, and 
vocational counsellors. 

—In Pittsburgh, members of the Allegheny Coun- 
ty Medical Society's committee on alcoholism work 
with police, judges, prosecutors, and the local bar 
association to help provide expert testimony when 
motorists are accused of driving while intoxicated. 
The physicians do this by operating a breath analyz- 
ing machine in the police station and appearing in 
court on specific cases. 
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—In Minneapolis, when a Foundation on Prob- 
lem Drinking was set up recently, among those vol- 
unteering their services (along with physicians and 
social workers) were bartenders and _ policemen. 
The bartenders are proving valuable in recognizing 
alcoholics and counselling them, and police have 
learned to detect early signs of alcoholism so that 
these drinkers can be taken to the foundation in- 
stead of to jail. 

—In Buffalo, for the first time in the history of 
labor-management relations, an arbitrator recently 
ruled on a case involving an employee fired for 
being an alcoholic. The decision favored the em- 
ployee, a television announcer, on the basis of med- 
ical testimony—and scolded the broadcasting com- 
pany for ordering the discharge “without seeking 
medical advice on his condition and prognosis.” 

—In Birmingham, Ala., seven companies and 17 
unions have joined their efforts to help alcoholic 
workers. 

—In New York, in a few weeks, a special confer- 
ence is scheduled to frame proposals for specific 
alcoholism programs and services as part of official 
AFL-CIO policy. Already, thousands of union coun- 
sellors across the United States have been trained 
to recognize alcoholic workers and refer them to 
proper medical service and allied agencies. 


Helping the Half-Man 


Alcoholism case-finding is an even more impor- 
tant goal of management, as it seeks to help the 
problem drinker before he reaches the full com- 
pulsive stage of his illness. It is not the raucous 
drunk swaggering on the job who poses the big 
problem for business and industry. These fellows 
are rare exceptions. The typical alcoholic employee 
or executive appears deceptively normal. But he 
sneaks his drinks. He douses his hair with cheap 
perfume and may talk through the side of his 
mouth in an attempt to camouflage his breath. He 
is a “half-man” on the job—displaying enough re- 
sponsibility to prevent him from staying home, but 
performing 50% or more below normal. 

The medical director of one West Coast aircraft 
firm makes a practice of calling at the homes of 
workers who, possibly as problem drinkers, con- 
sistently fail to show up at the plant on Mondays. 
On one such visit he discovered to his amazement 
that a plant supervisor who happened to be his 
personal friend was an alcoholic. “I was completely 
fooled,” said the doctor. “Never suspected he was 
a compulsive drinker. It just happened that I went 
to his home to see if he had been in an accident. 
He was pitifully drunk. Lucky I found out because 
now I can help.” 

Some companies operate their own alcoholic 
rehabilitation programs, complete with specialized 
medical facilities. Other firms band together to 
underwrite treatment centers. These facilities, often 
functioning also as a service for the entire com- 
munity, include the highly effective Chicago Com- 
mittee on Alcoholism (supported for the commu- 
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nity by 300 companies), the Clinic for Alcoholism 
at New York University-Bellevue Medical Center, 
and the clinics of several dozen local committees 
and agencies affiliated with the National Council 
on Alcoholism. The NCA is an independent group 
that fights alcoholism as other voluntary health 
agencies combat cancer and heart disease. 


Role of Physician 


What stands out in every community battle 
against alcoholism is the judgment of the physician. 
It is he who decides when, if, and how tranquilizers, 
vitamins, and the abstinence-training drugs shall be 
used. He is medicine at work in an even larger role, 


DRINKING AND DRIVING 


How many drinks make a person unfit to 
drive? The number varies with the individual, 
but one point appears certain: When the 
percentage of alcohol reaches a certain level 
in the blood, that person should not be be- 
hind a steering wheel. Within a few weeks 
Tue Journa will begin publishing a series 
of articles on this subject by outstanding 
authorities in cooperation with the A. M. A. 
Committee on Chemical Tests for Intoxica- 
tion. The chairman of that committee, Dr. 
Herman Heise of Milwaukee, says: 

“Many people firmly believe that if they 
don’t run into a hydrant as soon as they drive 
with a few drinks under their belt, and have 
actually negotiated long trips in spite of a 
load of alcohol, then alcohol does not affect 
their driving. The loophole in such reasoning 
is that no man can judge the effects of al- 
cohol on himself when all his judgments are 
somewhat addled by alcohol.” 

Dr. Heise believes that if all drinkers— 
not merely alcoholics—could be divorced 
from driving, “possibly half of our 40,000 
people doomed to die on the highways could 
live, and a half million more could be spared 
from painful and crippling injuries.” His 
viewpoint is shared by New York Traffic 
Commissioner T. T. Wiley, who only a few 
weeks ago challenged the nation’s leading 
electronics engineers to develop a device that 
would automatically stop a car if the driver 
were drunk. 

It is in New York that records recently 
pointed to the possibility that we may be 
greatly underestimating the impact of driver 
intoxication upon motor vehicle deaths. These 
records showed that a full 55% of all motor- 
ists killed in New York City last year had 
been under the influence of alcohol. A sim- 
ilarly high proportion of traffic fatalities 
among drunken drivers is reported in surveys 
being studied by the A. M. A. Committee on 
Medical Aspects of Automobile Crash In- 
juries and Deaths. 


MEDICINE AT WORK 1499 


however—guiding and observing, researching and 
coordinating, evaluating and mobilizing, sympathiz- 
ing and debunking, inspiring and persuading. He 
is defending patients from abuse, pioneering new 
concepts, trying to do a job of preventive medicine. 
The rub is that not enough physicians are doing this. 
There are still many doctors who shun the problem 
drinker as a patient. 

At the same time, however, thousands more— 
particularly general practitioners—are now begin- 
ning to realize that the burden of treating an alco- 
holic no longer need be borne by them alone—that 
there are growing numbers of medical and non- 
medical resources available to help in the task. 
And where community resources are not available, 
some physicians are taking the initiative in organ- 
izing these facilities. 

Alcoholism is, perhaps, the only major public 
health problem which taxes the private physician's 
total knowledge, wisdom, patience, skill, and com- 
passion to the utmost—for the chronic inebriate 
stands alone in his challenge as a patient. Yet, by 
working with outside resources in helping to bring 
about recovery, the doctor is saving not merely a 
patient but a family and families to be; salvaging 
an integral element of the community; benefiting the 
lives of many people he may never know or even 
see. Dr. Marvin A. Block of Buffalo, Chairman of 
the A. M. A. Committee on Alcoholism, describes 
medicine's role this way: 

“In the chronic alcoholic we are dealing not only 
with a sick individual but with that individual in 
relationship to his environment. There is no miracle 
drug that will do away with the illness. There is no 
known cause of this disease, no constant sympto- 
matology, no specific treatment, no foolproof meth- 
od of picking out victims in advance. An alcoholic’s 
proneness to the disease is a secret between him 
and the bottle. And so the physician must not only 
rehabilitate his patient physically, he must help him 
to mature emotionally. This requires time, investi- 
gation, and patience—one does not scold a sick per- 
son. We cannot afford only to be doctors. We are 
also citizens. This means that it is also the responsi- 
bility of physicians to do such things as help mobi- 
lize lay forces fighting alcoholism, and inform legis- 
latures of what they think should be done to help 
solve the problem. For it is a problem which ulti- 
mately affects—sociologically, psychologically, and 
economically—every single man, woman, and child 
in the United States. The physician has in the alco- 
holic a challenge from which he cannot retreat.” 


Alcohol as a Paradox 


One reason that alcoholism is such a difficult dis- 
ease is that its exciting agent, alcohol, is a two-faced 
creature—a liquid that holds both good and evil, 
that can provide release or can enslave. Without 
doubt, this mysterious and sometimes unpredictable 
catalyst of the brain has some therapeutic value as 
well as harmful effects. While alcohol is not a 
specific or cure for any disease, in moderate doses 
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it can offer the noncompulsive drinker needed re- 
laxation from the cares of the day, help relieve the 
pain of rheumatoid arthritis, stimulate the appetite, 
aid digestion, and prove helpful in relieving some 
symptoms of the common cold (by providing 
warmth and comfort, inducing drowsiness, and 
creating the desire for rest). While alcohol is a de- 
pressant, in small amounts it might improve aware- 
ness, too. 

At the Yale Center of Alcohol Studies not long 
ago, for example, a battery of beer-guzzling volun- 
teers proved that they could outperform their non- 
drinking counterparts in a series of special machine 
efficiency tests. At present, 1,000 beer-drinking vol- 
unteers are undergoing additional experiments of 
this sort at Yale. 

And in a similarly surprising case, a casual im- 
biber recently caught a television crew and audi- 
ence off guard in a large city. According to script, 
the man was supposed to illustrate the dangers of 
alcohol by first operating a driver testing machine 
in a sober condition and then with two drinks under 
his belt. But it didn’t work out that way. At the start, 
the subject was nervous in a strange situation and 
he scored badly. The drinks then calmed him down 
so effectively that his second driving test was per- 
fect. Television cameras recorded the experiment 
faithfully, much to the puzzlement and frustration 
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of the show’s uninformed producer, who felt right 
then it was he who needed a drink. Had the drink- 
ing man in the studio been driving a real auto- 
mobile instead of operating a stationary testing 
device, however, his “score” might have been tragic. 
The chief danger in driving after a few drinks is 
the soaring confidence which leads to taking 
of chances (see box). 

Of course, here we are referring to alcohol used 
in moderation, and not compulsively. There is a 
distinct difference between most imbibers and those 
who cannot stop drinking. 

The “good” face of alcohol sometimes may be 
difficult to recognize, particularly by those well- 
meaning persons who advocate prohibition as the 
only solution to “the evils of drink.” The repeal of 
Prohibition 25 years ago ended an era in which 
alcoholics and controlled drinkers alike experi- 
enced rotgut suffering amid an inevitable lawless- 
ness that extended far beyond the speakeasy. 

“It is unreasonable to stop the manufacture of 
alcoholic beverages simply because a comparatively 
few are harmed by them,” says Chairman Block of 
the A. M. A. alcoholism panel. “It can be compared 
to prohibiting the sale of sugar because our dia- 
betic population would be harmed by its excessive 
use. The problem of alcoholism is in the one who 
uses it, not in the beverage.” 


It usually takes 7 to 17 years of drinking for a 
potential alcoholic to acquire the disease full- 
blown. Many drinkers cannot become alcoholics no 
matter how hard they may try. One out of 16 adult 
drinkers in the United States probably is or will 
become an alcoholic. There are an estimated 80 
million drinkers in the nation. 


“Dr. Bob,” an Akron surgeon whose compulsive 
drinking was ruining his practice, co-founded (with 
a New York City broker) Alcoholics Anonymous 
in 1934. 


By gradually consuming half a highball or three 
quarters of a can of beer every 60 minutes, the 
“average” adult can drink 24 hours a day without 
becoming intoxicated. (This is the average rate of 
alcohol oxidation by the human liver—and, of 
course, no individual is average. ) 


Thirty-seven state medical associations and even 
more county medical societies have committees 
devoted to the treatment, prevention, and prob- 
lems of alcoholism. The first such committee was 
established in 1830 by the Connecticut State Med- 
ical Society. 


As little as 0.04% of alcohol in the blood may 
reduce visual acuity as much as the wearing of 
dark glasses after sundown. 


FACTS ON ALCOHOL AND ALCOHOLISM ... 


For reasons not yet fully determined, more 
alcoholics per capita are reported in San Francisco 
than in any other city of the nation. The incidence 
there is nearly four times that of the over-all U. S. 
rate. 


The bill for alcoholism in the United States is 
estimated at one billion dollars a year—in work 
time lost, accidents, reduced and spoiled work out- 
put, and welfare payments to families of nonwork- 
ing alcoholics. This is a direct economic cost only, 
and does not cover crime attributable to alcohol- 
ism nor such immeasurable losses as the human 
misery in interpersonal crises, broken homes, frus- 
trated children, warped personalities, and dulling 
of minds. 


Many alcoholics actually dislike the taste of 
liquor, and drink it solely by compulsion and for 
its effect. 


Alcoholism stands fourth among leading health 
problems in the U. $.—outranked only by mental 
illnesses, heart diseases, and cancer. 


For each of the estimated 5 million alcoholics 
in the U. S., another four persons—family, em- 
ployer, friends—are closely affected, making a total 
of 25 million people involved intimately in the 
problem today. 
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Medicine and Religion 


Perhaps this is as much a moral principle as it is 
a concept of medicine. In fact, with the possible 
exception of mental illness, no single bodily disease 
is receiving so much concurrent attention from 
medicine and religion as is alcoholism. The extraor- 
dinarily close rapport of clergymen and physicians 
in the United States * has brought about a benefi- 
cial interchange of attitude and action toward the 
alcoholic. Doctors now refer many of these patients 
to religious counsellors and also have deepened 
their own compassion during treatment. More and 
more ministers, meanwhile, are realizing that the 
moral implications of alcoholism are primarily 
effects rather than causes of the disease. As a re- 
sult, what once had been a predominant church 
attitude of condemnation of alcoholics as sinners 
is now being overshadowed by a larger view—a 
view that faith in the promise of a better life 
through complete abstinence is an integral part of 
total medical care. Listen to how a few church 
spokesmen portray this change in clerical thinking: 

Father Ralph S. Pfau, the Catholic priest who, 
as a recovered alcoholic exposing his own past prob- 
lems and suffering, has helped thousands of addic- 
tive drinkers to lives of sobriety—“After 14 years 
of intermittent drinking, which sometimes found 
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me taking a fifth of whisky a day, I learned that I 
am neither immoral nor weak-willed. I am sick, as 
sick as I would be if I had diabetes.” 

Reverend Francis W. McPeek of Chicago—“It is 
understanding which intelligent churchmanship 
must seek, not a scapegoat. It is well for us to begin 
with an honest confession of complicity in the sin 
of the kind of world which can produce alcoholics.” 

James Renz of the Church of the Brethren—“The 
church of 1958 is on the move. There are more min- 
isters who understand the problems of alcoholics, 
are trained counsellors, and have the scientific 
knowledge and experience to lead out in programs 
of alcoholism rehabilitation.” 

Reverend John Sutherland Bonnell of the Fifth 
Avenue Presbyterian Church in New York City— 
“The alcoholic is a sick person. The disease is much 
harder to cure than pneumonia. Alcoholism shows 
that man may be the greatest enemy of his own 
body.” 

How, then, does a physician decide on the best 
source of religious therapy for his alcoholic patient 
—to kill the enemy within while saving the body? 
Dr. Donald W. Hewitt, chief medical advisor for 
the Charity Alcoholic Rehabilitation Center in Los 
Angeles, replies: “The physician can refer the alco- 
holic to someone who will reassure his patient that 
God is a loving, forgiving Father who is willing to 


Alcoholics are extraordinarily rare among Jews. 
The reason is not known for certain, but one re- 
current theory is that a dignified respect for wines 
at closely knit family rituals during childhood may 
be a factor. 


Approximately one-fifth to one-third of all al- 
coholics in the U. S. are women. 


At least half of all general hospitals in the nation, 
more than 3,000, now handle alcoholics routinely 
as patients, as a result of recent recommendations 
of the A. M. A. House of Delegates and of the 
American Hospital Association’s board of trustees. 
In contrast, four years ago an estimated three out 
of every four hospitals were refusing to admit pa- 
tients suffering from alcoholism; little more than a 
decade ago less than 100 hospitals were accepting 
alcoholics. 


Dr. Benjamin Rush, in 1790, put forth the dis- 
ease theory of uncontrolled drinking. However, a 
Bath, Maine, physician, Dr. J. Edward Turner, 
was virtually ostracized by his colleagues 56 years 
later when he suggested that drunkenness might 
be a form of disease susceptible to medical treat- 
ment instead of punishment. Dr. Turner’s fellow 
physicians argued that any attempt to remedy “a 
spiritual condition by physical means” not only 
was sacrilegious but would excuse vice and im- 


morality by lessening the degree of personal re- 
sponsibility. 


Since the A. M. A. Committee on Alcoholism 
presented a group of articles in THE JOURNAL last 
year, the series compilation entitled “Manual on 
Alcoholism” (50 cents) has sold more than 20,000 
copies from A. M. A. headquarters in Chicago. 


A “hybrid” type of alcoholic, sometimes called 
the superalcoholic, has begun to grow in numbers. 
He limits his drinking to such poisons as witch- 
hazel, rubbing alcohol, antifreeze, and “canned 
heat.” These “supers” deny trying to kill them- 
selves, insisting that they drink the potent stuff 
because conventional liquors are “too tame.” 


F. B. I. figures released last April show that the 
number of youthful crimes traced to the consump- 
tion of alcohol has increased sharply in the past 
year. 


Alcohol cannot be detected on a person’s breath. 
What is smelled is the flavoring of the drink. 


Alcohol is chemically related to ether, chloro- 
form, and other anesthetic drugs. 


Nine out of 10 alcoholics in the U. S. are not 
Skid Row drunks, but rather men and women in 
every walk of life, at every level of society, and 
in all ranges of income. 
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blot out and forgive any sins if the alcoholic is only 
contrite and repentant. An alcoholic already is suf- 
fering truly excruciating physical and mental an- 
guish. Portraying God as a stern, unrelenting Diety 
who inexorably demands His pound of flesh for 
each sin committed will often load down the alco- 
holic with what he feels is an insupportable burden 
that only further drinking can ease for him.” 

Emotional burden is inevitable as a factor in alco- 
holism. In fact, some researchers believe that, but 
for the repressions, strains, and guilt which appear 
to be part and parcel of our complex society, there 
might be no alcoholism problem at all. They point 
out that the disease is practically unknown in the 
less inhibited primitive cultures, where there may 
be alcoholic sprees and even extreme intoxication, 
but no compulsive drinking, which is the distin- 
guishing mark of alcoholism. 

The tensions and anxieties of our modern so- 
cieties also are related to an increase of drinking 
among women in the last several decades, accord- 
ing to Psychologist Edith S. Lisansky, an authority 
on women alcoholics. But she adds that there is 
little evidence of any dramatic rise in the incidence 
of alcoholism among women. Estimates of the 
number of women alcoholics in the United States 
range from one million to two million. Only in re- 
cent years, with wider public appreciation of their 
problem as a disease, have many women come out 
of their solitary drinking to seek relief. 

Dr. Lisansky believes that a mother addicted to 
drink produces an even greater disruption of fam- 
ily life than does the alcoholic father. In either case 
the behavior of an alcoholic parent can be so unpre- 
dictable and unintelligible to a child as to generate 
irrational guilt and stress in the youngster. One 
researcher at the Yale Center of Alcohol Studies 
expressed it this way: “When father is leading up 
to a drinking episode the children are put on their 
best behavior. When the drinking episode occurs, 
it is not surprising that the children feel that they 
have somehow done something to precipitate it.” 


Trends and the Future 


Thus does such emotional interplay suggest a 
basis for communicability of the illness. If this is 
true, why not attack alcoholism through the entire 
family unit rather than treat only the stricken one? 
Evidence now shows that this is exactly what is 
being done on an ever-widening scale. There are 
several instances where therapy for the sober 
spouse solved the alcoholic’s problem. Research 
is going on now to learn more about the part that 
husbands and wives of alcoholics play in perpetuat- 
ing the drinking. Recently at Johns Hopkins Hos- 
pital, alcoholics and their wives were treated in 
concurrent group therapy sessions which empha- 
sized the marriage. The aim—so far marked with 
gratifying success—has been to build a hopeful 
attitude for recovery by working things out as a 
family unit. 
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This approach is but one speck on the horizon 
as the new push against alcoholism gathers steam. 
These are other promising developments for the 
future: 

—From a preventive standpoint, portrayal of 
alcoholism in public school programs is becoming 
increasingly realistic. The early manner of char- 
acterizing alcohol as a nightmarish devil is being 
replaced by a factual approach describing its limi- 
tations and effects. 

—Variations of group therapy are being tried 
out in different parts of the nation in an effort to 
broaden the beneficial work of organizations like 
Alcoholics Anonymous. Encouraging results are 
reported, for example, at the Eastern Oregon State 
Hospital, where alcoholism patients meet regu- 
larly to take turns putting one of their number on 
the spot with merciless questions and arguments 
regarding their compulsive drinking. 

—New concepts as to the causes of alcoholism 
are being explored and collated with research 
findings in an effort to find a way to prevent the 
disease—or, at least, to spot it in potential victims 
at an early age when preventive measures might 
be attempted. One medical researcher in the sub- 
ject, Dr. Giorgio Lolli of New York City, has been 
examining the thesis that “alcoholism is a disorder 
of the love disposition” originating in childhood 
frustrations. Other new concepts being examined 
and re-examined concern nutritional, body chem- 
ical, and hormonal characteristics of the disease 
and its victims. 

—The Center of Alcohol Studies at Yale Univer- 
sity in a few years expects to announce results of 
a research project now under way to determine 
why some patients in the various state alcoholism 
clinics respond to treatment while others do not. 
Similar research has begun in New York as part 
of a $250,000 program to attack the problem of 
chronic alcoholism along educational, social, clin- 
ical, psychiatric, pharmacological, and other lines. 

—The A. M. A. Committee on Alcoholism in Sep- 
tember will report on progress of its 18-point pro- 
gram aimed at (among other things) evaluating 
alcoholism clinics; promoting the inclusion of alco- 
holism as a subject in schools of medicine, law, 
education, nursing, and social work; providing such 
instruction for physicians in postgraduate profes- 
sional work; and developing a hospital cost study 
to prove that medical insurance companies can 
give full coverage for alcoholism, as is done now 
for other diseases. (At last report, the majority of 
Blue Cross plans provided some coverage for alco- 
holics but most of these did not have coverage 
equal to that for other ailments.) 

—The A. M. A. Law Department, in cooperation 
with the Committee on Alcoholism, is considering 
plans to produce a survey manual which would 
contain summaries and analyses of state and terri- 
torial laws on alcoholism. This could inform the 
physician in any state of his obligations, responsi- 
bilities, and powers regarding care, treatment, and 
commitment of alcoholics. 
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—The National Council on Alcoholism is blue- 
printing a large-scale research program, starting 
with a $25,000 expenditure this year and extending 
to hundreds of thousands of dollars after a national 
fund-raising campaign is launched in a few years. 

—With the encouragement of members of Con- 
gress, the National Institute of Mental Health this 
month was laying plans for supervising a $700,000 
research program to study the physiological, psy- 
chological, and environmental factors behind alco- 
holism. It is the first large-scale federal effort 
against this disease. 

—There is evidence already that, while more 
effective alcoholism case-finding is bringing this 


This indicates that in the past 12 years the beer 
and liquor industries “lost” 13 million customers. 

These are the promises of the future—less drink- 
ing, more effective approaches to those who drink 
excessively, prevention, and better understanding 
through research. The promises have a firm foun- 
dation in a war that has physicians fighting along- 
side citizens in virtually every field of endeavor. 
“The A. M. A.’s program is one of total assault,” 
says Dr. Gunnar Gundersen, President of the As- 
sociation. “Medicine is on the firing line against 
alcoholism and is hauling up more and more am- 
munition.” 


References 


illness out into the open, consumption of alcoholic 
beverages on a per capita basis is dropping sharply. 
A recent Gallup poll showed that since 1945 there 
has been a decline of 18% in the ratio of alcoholic 
beverage consumers to total adult population. 


1. Woe unto them that rise up early in the morning, that they may 
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O God, that men should put an enemy in their mouths to steal away 
their brains. —Othello, Act 22, Scene 3 
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ALCOHOLISM AND COMMUNISM 


Some Russians would have the world believe that alcoholism is a by-product scourge of cap- 
italism itself and that the West has 2 monopoly on compulsive drinkers. But facts filtering 
through the Iron Curtain tell a more balanced story: Alcoholism is a world-wide disease that 
knows no national or political boundaries. 

Last year Dr. A. A. Partnov, psychoneurologist in the Soviet Ministry of Health, announced: 
“No, we simply do not accept the many psychological and other theories about alcoholism ad- 
vanced by some experts in Western countries. We do not believe that alcoholism is caused 
by some psychological or physiological or hereditary factor. It is caused by social factors. Al- 
coholism is a social disease. As socialism began developing in the U.S. S. R., as we did away 
forever with the fear of unemployment, as we gradually improved the conditions of labor and 
raised the level of social security—then alcoholism began to decline.” 

Yet, Dr. Partnov went on to add: “Of course, we still have not eliminated alcoholism. We 
still have far too much heavy drinking. But we have reason to believe that our approach is the 
correct one.” He ridiculed as “almost incredible” the principle of Alcoholics Anonymous in the 
U. S., characterizing it as “the blind leading the blind.” As Dr. Partnov spoke, however, cor- 
respondents in the satellite countries were finding that 

—Alcohol consumption is up 35% in Hungary since the uprising of 1956. 

—Ten-year-old and 11-year-old youngsters are tippling at vodka parties, and workers are 
starting off the day “full up to the top” in Czechoslovakia. 

—Romanian peasants are trudging off to church on Sunday with raging hangovers and re- 
turning home to start drinking again. 

—Polish families are spending more on alcohol than on any other single household item. Al- 
cohol consumption in Poland is up 250% since 1936. (One worker explained, “Only what I 
drink is mine.”) 

Even the official Russian press reports quoted Soviet Dr. Lydia Bogdanovich as telling her 
countrymen that “drunkenness is causing psychic disorders, idiocy and other such ailments, 
and the time has come now for the formation of a mass, voluntary, good-living society.” 

Whether the sharp upsurge of alcohol consumption in the Red satellite countries represents 
a response to Communist discipline or whether it also would have occurred under a different 
sort of regime cannot be determined with certainty. Nor can it be stated as fact that the in- 
creased consumption is necessarily accompanied by a rise in the incidence of alcoholism. As a 
disease, however, alcoholism is assailable by medical men everywhere. U. S. Congressman 
Hays of Arkansas expressed this larger view last April when he told a Senate committee on his 
return from a trip to Russia: 

“I find that liquor is a world problem. It is so serious in Russia with vodka and other alco- 
holic beverages that Mr. Khrushchev has taken notice of it himself. We hope the problem is 
solved there because we wish them well.” 
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NEW FACTS ABOUT THE HEART 


T IS becoming evident that the many 
great contributions to cardiology in the 
past have by no means exhausted the sub- 
ject. Fresh discoveries have been follow- 
ing each other at an accelerated pace, and have 
caused a revolution in cardiac surgery within the 
past decade. Particularly surprising is the prospect 
of still further discoveries opened up by the recent 
work of Burns, Robson, and Smith.’ 

Their experiments on the heart were based on an 
earlier set of observations * made while they were 
endeavoring to maintain reflex activity in the spinal 
cords of decerebrate frogs. Several methods in- 
volving the forcing of saline solutions through the 
blood vessels proved unsatisfactory and led either to 
an early decline in reflex responsiveness of the 
cord or to edema of all the tissues. The method 
finally adopted consisted in perfusing the frog’s 
vertebral canal through a cannula which admitted 
a humidified mixture of oxygen and carbon diox- 
ide gas along with minimal amounts of Ringer’s 
solution. This method, remarkably economical of 
Ringer's solution, kept the cord reflexly active for 
a period of hours. It was easy to make changes in 
the composition of the gaseous mixture. A valuable 
by-product of this early experiment was a simple 
demonstration that nitrous oxide differs sensibly 
from nitrogen in its effects on the cord. A brief 
period of anoxia caused by substituting nitrogen 
for oxygen caused an initial increase in reflex ex- 


1. Burns, B. D.; Robson, J. G.; and Smith, G. K.: Survival of Mam- 
malian Tissues Perfused with Intravascular Gas Mixtures of Oxygen 
and Carbon Dioxide, Canadian J. Biochem. Physiol. 36: 499-504 
(May) 1958. 

2. Bunzl, A.; and others; Methods for Studying Reflex Activity of 
Frog’s Spinal Cord, Brit. J. Pharmacol. 9: 229-235 (June) 1954. 
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citability before the onset of depression, but when 
a similar period of anoxia was caused by substitut- 
ing nitrous oxide for the oxygen a purely depres- 
sant effect was obtained. This finding is a remark- 
ably convincing and convenient proof that nitrous 
oxide is truly an anesthetic and not a mere asphyx- 
iant. 

In their subsequent experiments, Burns and his 
colleagues applied the above ideas to a mammalian 
heart with important results. After using Tyrode’s 
solution to flush the blood out of the coronary sys- 
tem of the rabbit’s heart it was possible to blow 
the Tyrode’s solution out with a current of oxygen; 
thereafter the perfusion cannula was simply con- 
nected to a supply of a moist gaseous mixture con- 
sisting of 95% oxygen and 5% carbon dioxide. Thus 
oxygenated by way of its coronary vessels, the 
heart maintained a regular beat for periods of more 
than three hours while suspended in an atmos- 
phere of warm, moist nitrogen. 

The authors sketch a few of the possibilities in 
the new line of experimentation suggested by these 
findings. It will now be possible to work with iso- 
lated organs for longer periods than before without 
being troubled by edema; it will be possible to ad- 
minister drugs under new conditions and to collect 
metabolic products in concentrated form by an 
occasional flushing-out of the vascular system with 
small quantities of saline solution. The gaseous 
perfusion of voluntary muscles in the cat has been 
found feasible. Better understanding of air embo- 
lism may result from further investigation of the ini- 
tial resistance encountered when the gas is first in- 
suffated into the coronaries. The possibilities are 
many. 

The possibility of a circulation of gas instead of 
liquid is sufficiently amazing in connection with a 
cold-blooded animal like the frog, and in organs 
so motionless as the spinal cord; but that it should 
be possible also in the warm-blooded mammals 
like the rabbit and that it should suffice for so 
active an organ as the heart seemed too much to 
expect. But even these findings are not the only 
portents of new developments in cardiac physiol- 
ogy. Recent experiments by others indicate that 
much remains to be learned about the functions of 
the familiar “physiologist’s nerve,” the vagus. The 
comforting old teaching about the four cardiac 
effects of the vagus—chronotropic, dromotropic, in- 
otropic, and bathmotropic—has long been recog- 
nized as an incomplete statement of a complicated 
situation, but new effects are still being reported. 

Evidently the potentialities of living things have 
been underestimated. It is quite likely that the 
human heart, kidneys, liver, muscles, and brain 
can survive under conditions hitherto considered 
fantastic. This fact gives a grotesque twist to cur- 
rent discussions of space medicine. It has been 
customary to wind up such discussions by remark- 
ing that conditions on heavenly bodies other than 
our earth will not permit the existence of life “as 
we know it.” But there are reasons now for be- 
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lieving that life can exist in various forms as we do 
not know it. The experiments of Burns and his col- 
leagues, with the heart getting along so well on gas 
instead of blood, show that the limits of adaptabil- 
ity of living things have not yet been reached. 


WAR ON ALCOHOLISM 


Exciting progress is being made these days 
against a disease that has plagued man for cen- 
turies. The disease is alcoholism, which haunts an 
estimated 5 million persons in the United States 
and is striking new victims at the rate of perhaps 
200,000 a year. Significantly, the progress which 
began in force little more than a decade ago and 
which is gaining momentum day by day represents 
the purest fruition of traditional medical ideals. 
For, while it is true that some relatively new drugs 
are proving to be of tremendous help in the treat- 
ment of alcoholics, the most dramatic advances are 
taking place in the realm of medical philosophy, 
the principles of which are woven into a massive 
cooperative effort by scores of nonmedical organiza- 
tions. 

On page 1496 of this issue of THE JouRNAL, an- 
other Medicine At Work article tells of this new 
war on alcoholism as it is being waged by the 
medical profession in alliance with civic, religious, 
governmental, business, labor, educational, and 
other forces. These fighters have learned that such 
a complex problem, so prevalent and so imposing 
on the human race, must be attacked intensively by 
the best brains and efforts in a combination of 
fields before the hope of any single cure can be 
realized. So far, there is no cure for alcoholism. 
There is, however, ample human evidence that the 
compulsive drinker, totally abstaining by his own 
volition, can return to a normal and happy life 
under proper guidance embodying the basic con- 
cepts of physiology, psychology, and _ sociology. 

Toward this goal, growing numbers of physicians 
in practice, in medica] education, and in research 
are cooperating with practitioners in many other 
fields. Leading the way for the medical profession 
is the A. M. A. Committee on Alcoholism, estab- 
lished five years ago by the House of Delegates 
to study all aspects of the problem and work 
toward its solution. The Committee is under the 
Council on Mental Health. 

As a result of its second major step in this field, 
the House two years ago enunciated a policy call- 
ing for greater hospital acceptance of alcoholics, 
and today more hospitals than ever before are 
recognizing that these sick people are as manage- 
able as other patients. Already, increased public 
acceptance of alcoholism as a disease is encourag- 
ing countless alcoholics to seek medical treatment 
rather than to continue drowning their feelings in 
a morass of guilt that for centuries has grown with 
the primary characterization of compulsive drink- 
ing as a contemptible moral weakness. 
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The causes of alcoholism still are indefinable in 
the interplay of modern civilization’s crosscurrent 
of environmental pushes and pulls. But at last the 
disease is being attacked systematically, compas- 
sionately, and tirelessly on a scale equal to the huge 
health problem that it really is. 


ALIENS AND TUBERCULOSIS 


Physicians throughout the United States may 
soon be asked to undertake the outpatient responsi- 
bility of treating an immigrating alien who has 
tuberculosis. Under a new revision in the immigra- 
tion law, the husband, wife, parent, or child of an 
American citizen or of a resident alien may be 
permitted to immigrate to this country although 
afflicted with this disease. (Other aliens with 
tuberculosis are still barred from admission. ) 

While earlier regulations required specific hos- 
pitalization for a specified time for the tuberculous 
immigrant, under the new law this individual need 
not be hospitalized if the responsible physician 
determines that outpatient care is adequate, 

Before receiving an immigrant visa permitting 
him to come to the United States, the alien must 
submit a statement from a state, territorial, or local 
health officer or from the director or a physician 
staff member of a hospital recognized by the United 
States Public Health Service as an institution for 
the treatment of tuberculosis. (These institutions 
are listed in a publication available from any local 
health officer.’ ) The statement must agree to supply 
any treatment and observation required for proper 
management of this disease in conformity with 
accepted local standards of medical practice. Any 
of the institutions or persons designated by USPHS 
as authorized to provide outpatient care may, how- 
ever, delegate the treatment to the local family 
physician if proper care can be provided through 
him, but primary responsibility for conforming 
with the regulations still rests with those specifi- 
cally named in the law. The Division of Foreign 
Quarantine of the USPHS will be responsible for 
checking on the immigrant’s compliance and case 
requirements and may require x-ray films, clinical 
evaluations, and a report of final disposal. 

Once again, there is reflected the need for close 
cooperation between the local health officer and 
the private physician. Here the USPHS is putting 
the primary responsibility for health where it be- 
longs from the onset—in local hands. Congress has 
attempted to prevent unnecessary separation of 
families by such a law, and a physician who is 
called on to provide care for an alien with tubercu- 
losis seeking admission to this country should be 
familiar with the letter of the regulation in order 
to carry out the spirit of the law. 


1. Glaser, S., and Johnston, J.: Index of Hospitals and Sanitaria 
with Tuberculosis Beds in United States and Territories as of April 1, 
1955, publication 477, Public Health Service, 1956. 


4 
| 
7 | 
e 
i 
| 
| 
| 


1506 


J.A.M.A., July 19, 1958 


ORGANIZATION SECTION 


SAN FRANCISCO MEETING HIGHLIGHTS 
EXPANDING ROLE OF MEDICINE 


Pleasant weather and scenic beauty greeted the 
13,218 physicians and 30,337 other registrants who 
signed in at San Francisco for the Annual Meeting 
from all 48 states, the District of Columbia, U. S. 
territories, and foreign nations. They and _ their 
families attended or took part in more than 600 
scientific and technical presentations in San Fran- 
cisco’s new Plaza Exhibit Hall and Civic Audi- 
torium, listened to research findings and medical 
reports from 500 physicians, watched a series of 
medical films and closed circuit telecasts, and 
joined in a variety of pre-convention activities and 
allied medical meetings. This was the ninth time 
since 1871 that the A. M. A. had met in San Fran- 
Cisco. 

High points of the 107th Annual Meeting of the 
American Medical Association are summarized be- 
low. Earlier issues of THe JouRNAL carried some 
advance reports and resolutions as well as brief 
statements of officers. Future issues will contain an 
abstract of the proceedings, which eventually will 
be presented fully in pamphlet form. 

The House of Delegates 

The typical American physician’s growing inter- 
dependence with allied health organizations, sister 
sciences, and the complex nonmedical world around 
him was illustrated June 23 through 27 in actions 
of the House of Delegates in San Francisco. Many 
of the 63 resolutions considered by the House em- 
phasized doctor and doctor-patient relationships 
with such diverse groups as voluntary health agen- 
cies, Congress, the legal profession, nursing asso- 
ciations, federal departments, nuclear scientists, 
hospital administrators, and the United Mine Work- 
ers of America and other “third parties” in medical 
care, 

As if to emphasize the profession’s expanding 
role, the 112th President of the A. M. A., Gunnar 
Gundersgn of LaCrosse, Wis., selected as the topic 
of his inaugural address, “Physicians to the World.” 
He said: “The challenge of how to apply the 
science and art of medicine is formidable enough 
in itself. But it, too, has been further complicated 
by the changing backdrop on the American scene. 
Over the past 20 years we also have been called 
upon to consider a snowballing trend of social, 
economic and political developments affecting 
medicine.” 


Chosen President-Elect by the House of Dele- 
gates was Louis M. Orr of Orlando, Fla., a 59-year- 
old urologist who will take office at the Annual 
Meeting in Atlantic City next June. Named to suc- 
ceed him as Vice-Speaker was Norman Welch of 
Boston. Also elected were W. Linwood Ball of 
Richmond, Va., as Vice-President; E. Vincent 
Askey of Los Angeles as Speaker (re-elected ); 
Warren W. Furey of Chicago as Trustee; Raymond 
M. McKeown of Coos Bay, Ore., as Trustee (suc- 
ceeding himself); and R. B. Robins of Camden, 
Ark., to the remaining one-year Trustee term of 
F. J. L. Blasingame, now Executive Vice-President 
of the A. M. A. 

After the House adjourned, the Board of Trustees 
selected as their Chairman Leonard W. Larson of 
Bismarck, N. D. He succeeds Edwin S. Hamilton 
of Kankakee, whose 10 years of service on the 
Board and many preceding years in the House of 
Delegates was acclaimed in a standing vote of the 
House. The Trustees elected as their Vice-Chair- 
man Julian P. Price of Florence, S. C., who will 
serve also as Chairman of the Executive Com- 
mittee. 

A high-point action of the 198-member House of 
Delegates was its selection of Frank H. Krusen of 
Rochester, Minn., as recipient of the Distinguished 
Service award in recognition of his outstanding 
achievements in the field of physical medicine and 
rehabilitation. Dr. Krusen is professor of physical 
medicine and rehabilitation at the Mayo Founda- 
tion, Chairman of the A. M. A. Council on Physical 
Medicine, and also Chairman of the intra-council 
A. M. A. Committee on Rehabilitation. Special lay 
citations for distinguished service were voted to 
Mrs. Charles W. Sewell of Otterbein, Ind. (the first 
woman to be so honored ) for her pioneering efforts 
to improve rural health, and to Gobind Behari 
Lal, Ph.D., Pulitzer prize-winning science editor 
emeritus of the Hearst newspapers. 


Prompt Action on UMWA 


The House discussed an educational campaign 
concerning the United Mine Workers of America 
Welfare and Retirement Fund, which is used to 
operate 10 hospitals and pay physicians. The House 
in its action appeared to support the contention 
that 250,000 miners and their families—a total of 
more than one million people in over half the states 
of the nation—are not freely permitted the basic 
American right of choosing their own physician. 
At the A. M. A. Clinical Meeting last December, 
the House adopted a resolution calling for action to 
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acquaint these beneficiaries as well as the general 
public with the charge that the Fund’s operation 
would tend to lower the quality and availability of 
medical and hospital care to the miners and their 
families. The resolution condemned “the current 
attitude and operation” of the Fund. In San Fran- 
cisco last month, a House reference committee 
again considered the situation. It then seconded a 
suggestion that the matter be allowed further study 
until next December’s Clinical Meeting, when the 
A. M. A. Commission on Medical Care Plans would 
present final recommendations covering third par- 
ties in general. It was with this suggestion that the 
House on June 26, by a vote of 110 to 72, dis- 
agreed. It passed one resolution sanctioning post- 
ponement of action, but also voted to launch an 
educational campaign at once. 
Aging, Indigent, and Hospitals 

The UMWA controversy was aired before the 
heavily attended House reference committee on 
insurance and medical service. As a result of other 
matters discussed before this committee, the House: 

—Recommended approval of “Suggested Guides 
for the Organization and Operation of Medical 
Society Committees on Aging,” as submitted by the 
Council on Medical Service. 

—Adopted a resolution stating that Americans 
have such “basic medical rights” as choosing their 
own physician and knowing that these individual 
doctors carry sole responsibility for decisions re- 
garding the extent of medical care rendered. 

—Directed the Board of Trustees to implement a 
resolution calling for a study “to determine whether 
or not the growing practice by hospitals of en- 
couraging staff members to conduct private office 
practice within or adjacent to the hospital is a major 
move toward the practice of medicine by hospitals.” 

—Voted that “the American Medical Association 
request that any funds provided under the Public 
Assistance provisions of the Social Security Act for 
medical care of the indigent be administered by a 
voluntary agency such as Blue Cross on a cost plus 
basis or by a specific agency established by the 
medical society of the state in which indigent care 
is rendered.” 

The House also directed the Board of Trustees 
to implement a resolution which “suggests the 
selection of a specially designated committee to 
study, anticipate, educate, and in the best interests 
of the people prepare for future legislation relating 
to indigent care.” 


Voluntary Health Agencies 


Probably the most debated issue of the meeting 
stemmed from three resolutions urging that the 
A. M. A. reaffirm its support of voluntary health 
agencies. After two hours of hearings, a reference 
committee submitted a substitute resolution which 
indeed praised these agencies but added the fol- 
lowing recommendation: 
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That the Board of Trustees be requested to arrange a 
top-level conference with the voluntary health agencies, the 
United Funds, the American Medical Research Foundation 
and other parties interested in the raising of funds for health 
causes, with the view of resolving . . . serious problems con- 
cerned with the raising and distribution of funds since the 
development of the concept of united community effort. 

However, a half-dozen delegates spoke against 
this part of the reference committee report. Fear 
was expressed of the United Funds exerting lay 
control over huge health funds which could be 
administered with greater wisdom and balance by 
medical men. As a result of the floor discussions, 
the House adopted, by standing vote, a four-point 
substitute amendment which commended _ the 
principal voluntary health agencies, urged that they 
be “free to conduct” their own programs, asked 
that the American Medical Research Foundation 
“take no action which would endanger the con- 
structive activities” of these agencies, and recom- 
mended that the Board of Trustees continue active 
study “of these perplexing problems.” 


Social Security Coverage 


In considering seven resolutions dealing with the 
inclusion of self-employed physicians under the 
Social Security Act, the House disapproved of 
three which called for polls or a referendum of the 
A. M. A. membership, two which favored compul- 
sory inclusion, and one which called for optional 
participation by doctors on a state-by-state basis. 
Instead, the House of Delegates adopted a resolu- 
tion which reaffirmed unequivocal opposition to 
the compulsory inclusion of self-employed physi- 
cians in the Social Security system and stated that 
“American physicians always have stood on the 
principle of security through personal initiative.” 
At the same time, the House recommended that 
American physicians “heartily make known to the 
members of Congress their support of the Jenkins- 
Keogh bills,” which permit self-employed persons 
to establish their own retirement programs with 
proper tax deferments similar to those already 
granted to employed individuals. If there is to be 
a survey of opinion on whether doctors should be 
included under compulsory Social Security cover- 
age, the House noted, such a poll should be on a 
state-by-state basis and the results transmitted to 
the A. M. A. Delegates from the respective states. 

Washington Office 

Citing a need “for effective liaison between gov- 
ernment and medicine on all matters affecting the 
public’s health,” the House adopted a resolution 
calling on the Board of Trustees “immediately to 
survey and evaluate the functions and effectiveness 
of the over-all A. M. A. legislative system including 
the Washington office.” The House expressed the 
opinion that “a redefining of the respective duties 
of the Washington office and the Chicago head- 
quarters is indicated, and that because of the im- 
portance of this activity, the time to do this is now.” 


| 
958 
167 


1505 ORGANIZATION SECTION 


In another move calling for early action, the 
House directed the Board of Trustees to explore 
the desirability of establishing “an entirely new 
special division” which would plan and execute a 
long range program to preserve unfettered medical 
practice, meet the medical needs of Americans 
under the voluntary free enterprise system, and 
“offer positive advice and assistance to state and 
local societies” when specific threats to voluntary 
medical care arise in their areas. 


Other House Actions 


The House also: 

—Directed that a Committee on Atomic Medicine 
and Ionizing Radiation be appointed by the Board 
of Trustees to educate medical students and 
physicians, recommend policies on the use of radio- 
active material, consider appropriate legislative 
action, and inform “the American people from 
time to time on all phases of radiation hazards.” 

—Reiterated an earlier stand by urging congres- 
sional action to restrict bed care at Veterans Ad- 
ministration hospitals to veterans having service- 
connected disabilities. 

—Approved in principle and recommended favor- 
able action toward the admission of the Virgin 
Islands Medical Society as a constituent society of 
the A. M. A. 

—Expressed the opinion that desired changes in 
the Medicare program could be accomplished 
through modification of existing directives without 
the need for new legislation. 

—Approved a Council on Mental Health report 
on “Medical Use of Hypnosis” and recommended 
that it be published in THe Journat. The report 
urged physicians and dentists to take part in high 
level research on hypnosis, and it condemned the 
use of hypnosis for entertainment purposes. 

—Recommended that the A. M. A. join with other 
interested groups in setting up an expanded vol- 
untary program to eliminate objectionable adver- 
tising of over-the-counter medicines. The program 
would be coordinated by the National Better Busi- 
ness Bureau. 

—Approved a National Interprofessional Code of 
physicians and attorneys, prepared by a joint 
liaison committee of the A. M. A. and the American 
Bar Association. 

—Urged that the Board of Trustees appoint a 
special committee to “develop a classification of, 
and terminology for, operating room deaths.” The 
House approved a resolution noting that operating 
room mortality “appears to be an increasing hazard 
in the conduct of surgical practice” and that lack of 
uniformity in the compilation of operating room 
mortality statistics “does not permit accurate assay 
of the problem or comparison of these mortality 
statistics from different areas.” 

—Expressed the opinion that some operating 
experience is valuable and necessary training for 
all nurses, and recommended that the A. M. A. 
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work with nursing, hospital, and other groups to 
improve the quality and quantity of nurse training. 

—Asked the A. M. A. representatives on the Joint 
Commission on Accreditation of Hospitals to oppose 
the requirement of board certification as the sole 
qualification for staff appointments in hospitals 
approved by the Commission. 

—Directed the Board of Trustees to consult with 
the Federation of State Medical Boards in an 
attempt to solve problems pertaining to licensure 
by reciprocity. 

—Recommended that general hospitals, wherever 
feasible, be encouraged to permit the hospitaliza- 
tion of suitable psychiatric patients. 


Other New Officers, Plaudits 


Elected to standing committees of the House 
were George A. Woodhouse of Pleasant Hill, Ohio, 
to a second term on the Judicial Council; Leland 
S. McKittrick of Brookline, Mass. (to a second 
term) and John V. Bowers of Madison, Wis., to the 
Council on Medical Education and Hospitals; R. B. 
Chrisman Jr. of Coral Gables, Fla., and John F. 
Burton of Oklahoma City, Okla. (to second terms ) 
and Russell B. Roth of Erie, Pa. (to fill a vacancy ) 
to the Council on Medical Service; and William 
Stovall of Madison, Wis., William Hyland of Grand 
Rapids, Mich., and Walter Bornemeier of Chicago 
to the Council on Constitution and Bylaws. 

The House gave a rising vote of appreciation to 
George F. Lull, who retired as A. M. A. Secretary, 
and J. J. Moore, retiring Treasurer. Dr. Lull, now 
Assistant to the A. M. A. President and President 
of the American Medical Education Foundation, 
accepted a record-breaking state association con- 
tribution of $177,500 for the Foundation from the 
Illinois State Medical Society. Earlier, the House 
adopted amendments to the Constitution and By- 
laws which combined the separate offices of Secre- 
tary and Treasurer, and changed the titles of 
General Manager and Assistant General Manager to 
Executive Vice-President and Assistant Executive 
Vice-President. 

In addition to bestowing honors for distinguished 
service, the House honored Virgil P. Sydenstricker, 
professor emeritus of medicine at the Medical Col- 
lege of Georgia, as recipient of the Goldberger 
award in clinical nutrition. The award consists of an 
engraved gold medal and $1,000. Among other 
awards made in connection with the meeting were 
the Passano Foundation award for clinical medicine 
research, to Dr. George W. Corner of the Rocke- 
feller Institute for Medical Research, and medals 
for outstanding exhibits at the Civic Auditorium. 

The House has designated future meetings as 
follows: The 1958 Clinical Meeting in Minneapolis, 
1959 Annual Meeting in Atlantic City, 1959 Clinical 
in Dallas, 1960 Annual in Miami Beach (replacing 
Chicago), and 1961 Annual in New York City. 
Action was postponed on selection of a city for 
the 1962 Annual Meeting. 
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Concurrent Activities 


In other activities just prior to and during con- 
vention week: 

—Mrs. E. Arthur Underwood of Vancouver, 
Wash., took office as new president of the Wom- 
en's Auxiliary. Mrs. Frank Gastineau of Indianap- 
olis was named president-elect. 

—A three-day program dealing with medical 
preparedness for disaster featured discussions by 
the four surgeons general of the U. S., a test exer- 
cise, and a statement by U. S. Congressman R. 
Walter Riehlman of New York that he was intro- 
ducing a bill to provide tax relief for builders of 
properly designed bomb shelters. 

—Some 400 doctors displayed their works at the 
21st annual exhibit of the American Physicians Art 
Association. 

—A half-dozen American physicians reported at 
a meeting of the United States Committee of the 
World Medical Association on the topic, “Corre- 
lated Team Work of Physician Specialists in Vol- 
unteer Medical Mission Projects Throughout Asia 
and Africa.” 

—Nineteen medical experts took part in a forum 
on traffic accidents as a major health problem. 

—A. M. A. Councils and Committees met to dis- 
cuss scores of agenda items including nursing 
homes, chiropractic, occupational health programs, 
foreign medical graduates in the U. S., insurance 
and prepayment plans, medical school accredita- 
tion, problems in atomic medicine, foods and nutri- 
tion, research, and rural health. 


THE 1958 SCIENTIFIC ASSEMBLY 


Most of the papers offered during the meeting will 
be published in THe JouRNAL and in the A. M. A. 
specialty journals during the next several months. 
Limitations of space prevent a summary of all the 
papers and scientific exhibits presented at the meet- 
ing, but some attracted special attention. When the 
300 exhibitors, representing pharmaceutical houses, 
medical equipment firms, manufacturers, and pur- 
veyors of various medical materials and services 
are added to make up the total program, almost 
1,000 different events were available to the more 
than 13,000 physicians who attended the scientific 
assembly. 

The Physician’s Attitude 


The underlying theme throughout the scientific 
assembly might best be summarized by referring to 
the Section on Allergy’s panel discussion on asth- 
ma. Here Dr. M. Coleman Harris of San Francisco 
stressed that if the attitude of the physician is one 
of hesitancy, uncertainty, helplessness, and lack of 
decisiveness in applying proper therapeutic meas- 
ures, he will transmit this attitude to the patient. 
The seriously ill asthmatic patient, to use just one 
type of illness as an example, is already frightened, 
fearful, and anxious. If the attending physician does 
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not instill confidence along with medicaments, the 
patient’s anxiety will be further increased, thus ag- 
gravating the severity of the original illness. In the 
vast majority of cases, the doctor of today can quite 
honestly reassure and convince his patient that he 
is soon going to be relieved of his symptoms and 
be up and about again. The 1958 convention in 
itself offered the physician a tremendous armamen- 
tarium of relief-giving measures, and each new 
drug or technique provides another step in confi- 
dence-giving to the physician which will eventu- 
ally be transmitted to his patients. 


General Scientific Meetings 


In the first day of the general scientific meetings, 
Dr. Carl A. Lincke, Carrollton, Ohio, presided over 
a panel discussion on the management of the se- 
verely injured patient. All the speakers empha- 
sized the early recognition and management of the 
unsuspected lesion; the one which may make the 
difference between life and death, or between just 
recovery and independence. With an injured per- 
son the most important immediate problem is in 
recognizing the need for, and establishing, an ade- 
quate airway; preventing further hemorrhage; re- 
placing lost blood; and, avoiding additional damage 
by injudicious movement of the patient or his in- 
juries. Dr. Otto E. Aufrane of Boston felt the arrest 
of hemorrhage deserved specific mention. In most 
cases hemorrhage might be better controlled by the 
use of a hemostat. However, the blind application 
of a hemostat to bleeding vessels is to be con- 
demned. Clamping in a sea of blood may very well 
destroy arterial tissue that might not otherwise be 
destroyed, and may preclude an otherwise repair- 
able suture in a major vessel. 

Most patients who are severely injured will have 
some manifestation of pain, commented Dr. Robert 
A. Hingson of Cleveland. Pain in itself is both de- 
fensive and protective, as well as being indicative 
of proper diagnosis. Once the message of pain has 
been understood, and the patient properly safe- 
guarded, there is much the physician-anesthesiolo- 
gist can do to remove pain, treat shock, and pre- 
pare the patient for surgery. Accident victims, 
especially when numerous, must be prepared in 
proper sequence for surgical restoration and mobi- 
lization for transport to receiving centers. Anesthesia 
is the first prerequisite for surgery. Dr. Hingson 
warned that every patient who has had a transient 
loss of consciousness should be observed for 12 to 
24 hours after injury to make sure there is no bleed- 
ing inside the skull. This is especially true if there 
has been an intake of alcohol. 

Dr. E. Stanley Crawford, Houston, told of over 
1,400 cases of grave chest injury (e. g., gunshot and 
stab wounds and accidents) where the mortality 
rate of those given treatment was only 7.3%. 

During the second general scientific session, a 
panel, moderated by Dr. Wesley W. Spink, Roch- 
ester, Minn., discussed adverse reactions to thera- 
peutic agents. Antibiotics, steroids, and tranquiliz- 
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ers, while having helped many people, have also 
created medical problems, according to Dr. Harold 
O. Perry, also of Rochester, Minn. One of the com- 
monest adverse reactions encountered during drug 
administration is skin eruption. In finding the cause 
of a skin reaction it may be necessary to rely heav- 
ily on the historical sequence of events. The proof 
of a true hypersensitivity to a drug, as determined 
by skin testing, may be lacking, and to duplicate 
the experience by introducing the suspected drug 
is fraught with dangers. One may be well satisfied 
with the partial proof of the historical evidence 
alone. 

Dr. Laurence H. Kyle, Washington, D. C., said 
the introduction of steroid agents, while a major 
advance, has raised the problems of complications 
which appear in most patients who are given the 
drugs in large doses or for prolonged periods of 
time. Among the major problems resulting from 
steroid therapy are salt retention, potassium de- 
pletion, undesirable central nervous system effects, 
and tissue breakdown. The most worrisome prob- 
lem is that the adrenal glands will cease to function 
normally during drug administration. Then if a se- 
vere illness occurs, there will be insufficient adrenal 
hormone available to help the patient survive. 

It seems that there are many drugs that, while 
curing anxiety in the patient, create anxiety in the 
physician. Drugs may produce many complications, 
but their benefits in carefully selected patients out- 
weigh the dangers, said Dr. Leo E. Hollister, Palo 
Alto, Calif. 


General Practice Sessions 


The Chairman of the A. M. A. Section on General 
Practice, Dr. Charles E. McArthur, Olympia, 
Wash., analyzed the 6,000 heart and chest exami- 
nations given doctors attending the past three 
A. M. A. meetings. He concluded that (1) doctors 
are a pretty sick group, (2) they are nervous, 
tense, and worry excessively, (3) they get insufh- 
cient exercise along with inadequate or incorrect 
diets, and (4) they have a higher annual death 
rate than the rest of the population. 

Eighteen per cent of electrocardiograms and 
chest photofluorograms (there were around 3,000 
of each) showed abnormalities including tuberculo- 
sis and chest neoplasms. Dr. McArthur felt that 
nervous tension is doubtless an occupational hazard 
of the medical profession that must be compensated 
by taking adequate vacations to cope with the 
problem of inadequate exercise. One suggestion he 
made was that, while making hospital rounds, doc- 
tors walk upstairs instead of riding the elevator. 
Lastly, he stressed the need for regular physical 
examinations—for the physician. 

In other papers presented at the Section on Gen- 
eral Practice, Drs. John H. Moyer and John R. Beam 
of Philadelphia discussed the pharmacology of 
chlorothiazide, an orally effective diuretic agent 
with a major action on sodium and chloride excre- 
tion, and a lesser effect on potassium and bicar- 
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bonate excretion. The onset of action is within two 
hours after oral administration, and the drug effect 
lasts approximately 6 to 12 hours. Dr. Edward D. 
Freis, Washington, D. C., found that this non- 
mercurial diuretic alone, in a dose of 500 mg. twice 
daily, reduced blood pressure moderately in hyper- 
tensive patients. Excessive salt intake, however, re- 
sulted in a partial restoration of the blood pressure 
toward pretreatment levels, suggesting that the 
mechanism of action of this drug is connected in 
some way with loss of body stores of salt. The drug 
has also been used successfully, and often with 
outstanding results in the management of conges- 
tive heart failure, according to Dr. John W. Keyes 
of Detroit. 

Drs. Lester Morrison and Theodore L. Clemens 
discussed diet as the best weapon for the treatment 
of atherosclerosis. In addition to President Eisen- 
hower whose underlying disease is believed to be 
atherosclerosis, six other presidents have died of this 
condition during this century. In reporting on 10 
years treatment of 100 patients with coronary ath- 
erosclerosis, Drs. Morrison and Clemens feel that 
while this disease, the leading cause of death in the 
United States, appears to arise from a combination 
of hereditary susceptibility, being male, stress, and 
diet, it is diet that is the easiest factor to alter. After 
10 years, 16 patients of the original controlled 50 
treated by low-fat diet were still alive. During the 
same 10 years, all of the other 50 patients, on un- 
restricted diets, are now dead. 


Various Section Meetings 


Drs. Ellard M. and Martha D. Yow discussed 
hospital acquired staphylococcic infections at the 
Section on Internal Medicine. The management of 
these particular infections differ from those devel- 
oping in patients outside a medically influenced 
environment in that they are likely to be due to 
strains of bacteria resistant to the commonly used 
antibiotics. Penicillin, streptomycin, and _ tetracy- 
cline are rarely active against the hospital strains of 
infection. Mild to moderately severe infections 
should be treated with novobiocin, chlorampheni- 
col, ristocetin, erythomycin, or oleandomycin. Se- 
vere infections require such actively bactericidal 
agents as kanamycin, vancomycin, or bacitracin. 

Of course, the widespread publicity given to the 
possible harmful effects of x-ray came under dis- 
cussion in many of the section meetings. Drs. J. E. 
Miller and Gerald Swindell of Dallas, Texas, at the 
Section on Obstetrics and Gynecology, felt this 
publicity has led to an abnormal state of appre- 
hension in the general public, due, in great meas- 
ure, to the irresponsibility of the public press. By 
irresponsibility it was stated that the press has 
steadfastly refused to give both sides of the ques- 
tion since the common sense side does not make 
news. It is the physician’s responsibility, and indeed 
his prerogative, to use judgment in the application 
of any hazardous medical procedure to the human 
being. The potentiality of irradiation causing dam- 
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age to future generations should not prevent the 
real benefit that is obtained by using irradiation in 
the present generation. 

Continuing with the subject of radiation, Dr. 
Wendell G. Scott, St. Louis, Chairman of the Sec- 
tion on Radiology, told of the many ways of reduc- 
ing gonadal doses of diagnostic x-ray exposures. 
The guiding directive, Dr. Scott said, is to scruti- 
nize each examination beforehand as to how that 
particular exposure can be reduced. Some sugges- 
tions: limit fluoroscopy to specific medical pur- 
poses, especially in children and infants (one min- 
ute of continuous fluoroscopy is equal to 500 chest 
x-ray films in total radiation exposure); have a ra- 
diation physicist survey your equipment for “leak- 
age,” out-of-date equipment, and adequacy of ra- 
diation barriers; place the x-ray tube the longest 
practical distance from the patient (increased dis- 
tance produces less exposure); be sure the x-ray 
“beam” is limited to just that part of the body under 
study, using rectangular shutters; switch to new, 
fast x-ray film and high-speed intensifying screens; 
and be sure to develop the x-ray films in newer 
chemicals with full-time temperature and control. 
For children, lead rubber snap-on diapers were 
recommended; and for all persons, try to avoid re- 
peat studies by preserving each film and its report. 
Once again the physician was told he must have 
and display an attitude of confidence in his entire 
diagnostic and therapeutic battery. 

In the Section on Physical Medicine, Dr. Miland 
E. Knapp, Chairman from Minneapolis, discussed 
the recent changes in the attitude of the profession 
toward the hemiplegic patient—from one of hope- 
lessness and rejection to one of optimism and en- 
thusiasm—all because of advanced rehabilitation 
techniques. Attention is now paid, not only to the 
disabled area and crippling disease but also to the 
portions of the body that remain functional and 
from which the patient can carry out reasonably 
normal activities, not only in living but in enjoying 
life. In telling how brain damage is the factor limit- 
ing recovery, Dr. Knapp pointed out how right 
hemiplegics manifest speech and language defects 
but are more frequently returned to work. Left 
hemiplegics exhibit visuospatial defects which mili- 
tate against return to competitive employment. By 
use of early and persistent treatment for the physi- 
cal disability and by employing ingenuity and im- 
agination in the choice of assistive devices, the 
great majority of hemiplegic patients can be made 
self-sufficient, thus relieving their family and friends 
from the burden of their care. 

In his chairman’s address to the Section on Pre- 
ventive Medicine, Dr. Bruce Underwood, Washing- 
ton, D. C., in a paper read by Dr. Joseph Bistowish, 
Tallahassee, urged that the A. M. A. take a much 
greater interest in physicians who are not in private 
practice. The need was stressed for a closer rela- 
tionship between public health and clinical prac- 
tice. After all, even though the practice of public 
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health is as different from the practice of clinical 
medicine as all the other specialties differ from one 
another, public health physicians still consider 
themselves to be doctors of medicine foremost. Dr. 
Underwood made a plea that those interested in 
this problem communicate with the A. M. A. com- 
mittee now considering the total situation. 

For the first time “open heart” surgery was per- 
formed while the patient was hypnotized. In ad- 
dressing the Section on Pediatrics, Dr. Milton J. 
Marmer, Beverly Hills, Calif., reported on two op- 
erations on teen-agers in which hypnosis was used 
as an adjunct to anesthesia. Dr. Marmer felt the 
most remarkable postoperative aspect of his cases 
was the absence of the complaint of pain. In chil- 
dren, the achievement of relaxation by means of 
hypnosis is worthwhile. Most doctors will be sur- 
prised at the comparative ease of inducing hypno- 
sis in children, especially those between the ages of 
7 and 14. 

In speaking to the Section on Gastroenterology 
and Proctology, Drs. Howard F. Raskin, Joseph B. 
Kirsner, and Walter L. Palmer, Chicago, told how 
exfoliative cytology is far more accurate than x-ray 
in diagnosing cancer of the gastrointestinal tract. 
The study of cells sloughed from the organ wall 
is 95% accurate in diagnosing cancer of the esoph- 
agus, stomach, and colon, and 60% accurate in can- 
cer of the pancreas and biliary ducts. 

Dr. Gilbert Baum, Port Chester, N. Y., reported 
to the Association for Research in Ophthalmology 
on recent experiments proving the feasibility of 
visualizing the interior of the light opaque eye and 
the contents of the orbit by using pulsed ultrasonic 
echo methods. In discussing the application of ul- 
trasonic locating techniques to ophthalmology, Dr. 
Baum told how the lens of the eye possesses the 
highest coefficient of absorption of any tissue in the 
eye, probably related to its high protein content. 
Proper interpretation of echograms necessitates a 
thorough comprehension of the acoustic parameters 
of all areas of the eye. 

One way to study a man’s personality is to lock 
him up in a dark, soundproofed room and find out 
what happens. Isolation is a unique tool for the 
study of personality and of the needs people have 
for environment. Space flights may be expected to 
disrupt normal patterns of sensory input by entail- 
ing extreme degrees of aloneness and confinement. 
Drs. Edwin Z. Levy, G. E. Duff, and V. H. Thaler, 
Dayton, Ohio, told the Section on Military Medi- 
cine of numerous reports indicating that actual and 
experimental sensory deprivation and isolation are 
highly stressful. In some cases there was a fairly 
rapid onset of distorted perceptions and impaired 
intellectual functions. Most subjects do not care 
and do not think while isolated, and the longer 
the isolation lasts the more unbearable it becomes. 
Schizophrenic individuals who are isolated are 
likely to break down in two hours, but passive de- 
pendent types do not seem to mind the effects of 
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solitary “imprisonment.” If the length of the experi- 
ment is made known to the subject in advance, he 
seems to better tolerate his isolation. 

A paper given at the Section on Orthopedic Sur- 
gery reported that whiplash injuries to the spine are 
rapidly taking their place among the leading causes 
for litigation. Dr. Charles J. Frankel, Charlottes- 
ville, Va., made a plea for more accurate diagnosis, 
a more correct method of terminology, and a non- 
partisan attitude on the part of physicians who ex- 
amine these unfortunate patients. Any medical or 
pseudoscientific report which flatly infers that 80% 
of people who suffer injuries to the neck in auto- 
mobile accidents are malingerers, should be re- 
examined closely, and if the facts do not bear out 
such a conclusion, an apology or explanation should 
be made. Again and again, the physician’s attitude 
is the all-important factor. 

Fully 90% of all strictures affecting the extrahe- 
patic biliary system are man made, said Drs. N. 
Frederick Hicken and A. James McAllister of Salt 
Lake City to the Section on Surgery. It is the sur- 
geon and his traumatizing procedures which result 
in the undesirable complications. Failure to recog- 
nize anatomic variations of the bile ducts, the oc- 
currence of unexpected hemorrhages, the misappli- 
cation of crushing clamps, the improper placement 
of sutures, the rough instrumentation of the bile 
ducts, perforation of the ducts by probes, and im- 
proper closure of the choledochotomy accounts for 
the majority of injuries. 

The Section on Pathology and Physiology heard 
from Dr. William Dock, Brooklyn, N. Y. Dr. Dock, 
in telling why men’s coronaries are so sclerotic, 
said that lipid deposition in the coronaries begins 
in sucklings, and in all vertebrates but in man it 
disappears on weaning. In most parts of the human 
race this is true, but in prosperous people it pro- 
gresses throughout life. The peak rate of deposition 
occurs in males aged 15 to 30 years. The peculiar 
structure of the coronary intima is more striking in 
males than females, even at birth, and this might 
explain why fatal coronary disease occurs in males 
under 35 with no other atherosclerotic lesion. An- 
drogens influence the blood lipid pattern, and fur- 
ther accentuate male coronary atherosclerosis. 


Color Television 


Consideration of the pros and cons of tonsillec- 
tomy was one of the many programs presented 
over closed circuit color television. In a panel dis- 
cussion, moderated by Dr. Robert Alway of San 
Francisco, Drs. Harold K. Faber, San Francisco, 
and Esther B. Clark, Palo Alto, Calif., felt that the 
lowly tonsil and adenoid may prove to be the 
child’s best friends, helping to guard him against 
infection, increasing his immunity, assisting him in 
the creation of antibodies, and possibly protecting 
him against poliomyelitis. Dr. Frank Sooy of San 
Francisco and Dr. Alden H. Miller of Los Angeles 
agreed that tonsils and adenoids should not be re- 
moved except for good and sufficient cause. They 
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felt, however, that acutely diseased tonsils and 
adenoids that resist modern nonoperative therapy, 
recurrent bouts of sinusitis, breathing obstructions, 
and certain types of hearing defects, were sufficient 
reason for tonsillectomy and adenoidectomy. While 
disagreement as to tonsil surgery was strictly aca- 
demic, the point was made that medical knowledge 
will probably never stand still, and the tonsil con- 
troversy well emphasized that fact. An interesting 
side light was that all four panel members ad- 
mitted to being without their own tonsils. 


Scientific Exhibits 


Throughout the scientific exhibits, specialists in 
all fields of medicine impart their knowledge di- 
rectly to their colleagues. The physician-observer 
of the scientific exhibit is really a participant in a 
two-way learning process. He not only sees medical 
information in action, but in many instances actu- 
ally enters into, through the sense of touch, this 
unique form of postgraduate education. 

The endocrines and the liver in lipid mobiliza- 
tion was the subject of an exhibit by Drs. Joseph 
Seifter, David H. Baeder, and Chris J. D. Zara- 
fonetis of Philadelphia. They showed how various 
forms of stress call on the body to supply calories, 
including those from fat stores. The most readily 
available fat depots are the mesenteric and omental 
fat beds. It is believed that stress (including ex- 
posure to cold, surgical procedures, intoxication 
with some chemicals, some infections, pregnancy, 
and experimental disease-nephrosis ) stimulates the 
anterior pituitary to discharge ACTH. ACTH stim- 
ulates the adrenal cortex to discharge glucocorti- 
coids; the corticoids stimulating the posterior pitui- 
tary to release LM (the lipid mobilizer substance ). 
LM acts on the fat beds to release neutral fats into 
the portal circulation. If the liver is capable of 
handling this sudden fat load, blood leaving the 
liver through the hepatic veins is not hyperlipemic. 
Should the liver not be capable of handling this 
fat load, neutral fat is discharged into the periph- 
eral circulation in association with cholesterol and 
lipid phosphorus, resulting in a generalized hyper- 
lipemia. This exhibit should certainly make the 
physician think of hyperlipemia as a possible result 
of excessive or prolonged cortisone therapy. 

An exhibit on intrasynovial steroid therapy by 
Dr. Joseph L. Hollander, Philadelphia, and 
associates, stressed the most important aspect in 
achieving successful results with these injections 
is knowing the proper technique. There is a “trick” 
to it. Dr. Hollander demonstrated this “trick” to 
physicians and then let them practice under his 
direction. To avoid failure, the physician must 
know the exact anatomy of the joint involved. 
Since publication of his first paper on this subject 
in THE JouRNAL back in 1951, he has found there 
have been failures in about 54% of the cases. But 
he blames two-thirds of these failures on poor tech- 
nique. With proper procedures, intrasynovial ther- 
apy with hydrocortisone or prednisolone esters will 
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result in at least temporary palliation of symptoms 
and signs in more than 75% of those persons where 
such treatment is indicated (e. g., arthritis, bur- 
sitis, tenosynovitis, tennis elbow, and diffuse colla- 
gen diseases). Relief should last from a few days 
to many months. 

Dr. Russell S. Fisher, Baltimore, and his col- 
leagues used a scientific exhibit to demonstrate 
that in the medicolegal autopsy there are certain 
aspects that require more attention than is usually 
given to an autopsy performed in hospital practice. 
These are clothing (patterned soiling, body fluids, 
trace evidence); skin and mucous membranes 
(petechiae, thermal and electrical burns, needle 
marks); subcutaneous and muscle tissue (hemor- 
rhages, abscesses, edema); oropharynx, larynx and 
hyoid bone (foreign bodies, tumors, edema, in- 
juries); middle ears (suppurative otitis media in 
infants ); cervical vertebrae and spinal cord (polio- 
myelitis, cervical cord injuries); vascular system 
(pulmonary and carotid arteries, also lower leg 
veins ); and chemical injury (alcohol, barbiturates, 
and carbon monoxide poisoning). The autopsy 
should be performed in such a manner that if a 
satisfactory cause of death cannot be identified, 
blood, urine, and tissues are preserved for micro- 
scopic, toxicological, and bacteriological examina- 
tion. Dr. Fisher went on to say that there is no 
question that a substantial number of murders are 
missed because of failure of the physician who 
signs the death certificate to ever think of foul play. 

In an exhibit pointing out the important surgi- 
cal principles in the case of so-called minor hand 
injuries, Dr. Adrian E. Flatt, Iowa City, demon- 
strated that no hand injury can be treated cor- 
rectly until the answers to the following questions 
have been applied to each individual wound. 
1. What is the cut-crush ratio? (The neat incision 
heals more rapidly and the pathology differs in 
each case, e. g., edema.) 2. Is the wound tidy or 
untidy? (This does not mean “dirty’"—a wound 
can be tidy and still dirty.) 3. Is there any skin 
loss? 4. Are the tendons injured? 5. Are the bones 
and joints involved? 6. Is the neurovascular bundle 
injured? 7. What is the patient’s occupation? The 
last is probably the most important of all the ques- 
tions since the entire mode of treatment depends 
on the job the hand eventually must do. 

Dr. Max D. Moody and his colleagues from the 
Public Health Service Communicable Disease Cen- 
ter, Atlanta, displayed fluorescent antibody meth- 
ods as a means of rapid diagnosis. It is hoped this 
staining of pathogens technique will soon be in 
every physician’s office. The doctor can then verify 
his diagnostic suspicions, especially in the case of 
communicable disease, by selecting the proper re- 
agents and observing i histochemical staining 
within a few hours (e. g., one could differentiate 
between a streptococcic throat infection, a virus in- 
fection, or diphtheria almost immediately). Fluo- 
rescent antibody reagents and high intensity lamps 
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specifically designed for micro-organism fluores- 
cence work are already available from commercial 
sources. 

The key to the management of gout is prophy- 
laxis, according to Drs. John H. Talbott and Don- 
ald Wilson of Buffalo. The most important pre- 
ventive measure in avoiding recurring attacks is 
the removal of excess uric acid by the daily use 
of a uricosuric agent, plus the daily use of colchi- 
cine, the oldest antigout drug in the pharmacopeia. 
Diet is much less important than previously sup- 
posed, but a high fluid intake may help to carry 
away uric acid. 

Three of the many scientific exhibits on hyper- 
tension deserve comment. One, presented by Dr. 
Richard F. Tislow and his associates from Radnor, 
Pa., introduced trimethidinium methosulfate. The 
drug is a new approach to hypertension because 
it acts by ganglionic blockade, and in addition, 
probably by a central component of action. Dr. 
Richard A. Dunsmore, Philadelphia, reporting on 
clinical experience with this drug, emphasized the 
low incidence of constipation along with its effec- 
tiveness. He felt that, while the drug was not 
adaptable to every hypertensive patient, it may 
well prove of unusual value for the severe hyper- 
tensive patient, whose condition is poorly con- 
trolled by milder agents. Dr. Burton M. Cohen, 
Elizabeth, N. J., stressed that the physician must 
document hypertension by thorough history taking, 
including the family history of hypertensive dis- 
ease. Because separation of “poor risk” from “good 
risk” hypertensive patients is not possible at the 
moment of initial diagnosis, every patient with 
documented primary hypertension deserves medi- 
cal therapy. Continuing with the medical therapy 
of hypertension, Dr. Marvin Moser, White Plains, 
N. Y., and Dr. Alice I. Macaulay, Valhalla, N. Y., 
proposed that therapy with antihypertensive drugs 
is in itg. infancy. In from 40 to 50% of carefully 
selected cases the effects of rapidly progressive 
hypertension may be reversed by adequate con- 
tinuous treatment. Careful supervision, a coopera- 
tive patient, and a persistent physician are neces- 
sary if good results are to be obtained. 

“Migraine” is a convenient “wastebasket” nearly 
full of incorrect diagnoses. Dr. Keith W. Sheldon, 
Colorado Springs, analyzed a series of 109 pa- 
tients with a previous definite diagnosis of “mi- 
graine’ (84 females and 25 males). Careful in- 
vestigation of this group revealed the following 
previously unsuspected organic pathology: 9 brain 
tumors, 18 aneurysms, 2 angiomas, 7 cerebral-vascu- 
lar disease, 70 cervical-occipital syndromes, 1 sub- 
dural hematoma, | cervical tumor, and 1| cervical in- 
flammatory tuberculosis. An open mind and patient 
approach to each headache problem is mandatory. 

Dr. Myron Prinzmetal and his associates of Bev- 
erly Hills exhibited a variant type of angina pec- 
toris called angina pectoris inversa (API). Classic 
angina pectoris, as described by Heberden, is a 
well-defined syndrome with, among others, two 
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major characteristics: first, the pain is provoked 
by increasing the work of the heart, and is re- 
lieved by rest or nitroglycerine; second, an electro- 
cardiogram taken during pain generally shows 
depressions of the ST segment in leads I, II, III, 
and V, without reciprocal elevations. There is, 
however, a hitherto undelineated form of angina 
pectoris that differs from the classic form in both 
these features. In this type of angina the pain 
comes on at rest. The ST segments during an at- 
tack are transiently and often remarkably elevated, 
with reciprocal ST depressions in other standard 
leads. There are many other clinical, electrocardio- 
graphic, physiological, experimental, and chemical 
distinctions between the two forms of angina, and 
API should not be diagnosed simply because the 
patient has pain at rest. Sudden and unexpected 
deaths sometimes occur in patients with API. 

In an exhibit to show his analysis of 102 cases 
of primary neoplasm of the small intestine, Dr. 
A. C. Broders Jr., Temple, Texas, concluded that 
approximately 50% of benign neoplasms of the 
small intestine do not produce symptoms. When 
symptoms do occur they may be obscure, and the 
most common ones are pain, weight loss, vomiting, 
weakness, bleeding, and alteration of the bowel 
habits. The examination of the stool for occult 
blood is the most important single laboratory test. 
Survival is related to the location, type and grade 
of neoplasm, and to the presence or absence of 
metastasis. 

Drs. Theodore B. Bayles and Heinrich Tenck- 
hoff, Boston, prepared an exhibit to show that 
salicylates are still the most useful and valuable 
drugs in the treatment of the rheumatic diseases. 
Patients with active rheumatoid arthritis require 
higher doses of salicylates than those with inac- 
tive disease. To maintain even plasma salicylate 
levels, four-hourly medication should be given in 
all active cases. Marked morning stiffness and pain 
can be diminished successfully by giving addi- 
tional salicylates during the night. Often the ad- 
ministration of salicylates at bedtime or increased 
evening salicylate dose will suffice to keep patients 
comfortable during the night. There is great varia- 
tion in plasma salicylate levels from one person 
to another while on the same dose. Therefore, 
therapy has to be adjusted individually to obtain 
adequate blood salicylate levels and to meet the 
individual requirements. 

A study of upper airway obstruction in the un- 
conscious patient was exhibited by Drs. P. Safar, 
L. A. Escarraga, and F. Chang, Baltimore. Eighty 
patients were studied in the supin® position. All 
of these patients showed airway obstruction when 
the neck was flexed even with an artificial oro- 
pharyngeal airway in place. Most commonly, dur- 
ing general anesthesia or coma, the oropharynx is 
obstructed by the relaxed tongue being pushed 
against the posterior pharyngeal wall when the 
mandible is sagging or the neck is flexed (chin 
toward chest). In the apneic unconscious person 
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artificial respiration often fails because of this ob- 
struction. Without the tracheal tube the optimal 
airway is provided by tilting the head back, plus 
forward displacement of the mandible, plus inser- 
tion of an artificial oral airway. 

The top award winners of the first scientific ex- 
hibit held by the Student American Medical Asso- 
ciation in Chicago last May were of special interest 
to those attending the scientific assembly. Quinton 
Callies, a junior medical student at the University 
of Wisconsin School of Medicine, showed an ex- 
hibit on the physiology and prognosis of the con- 
dition called “farmer’s lung,” caused by the in- 
halation of moldy dusts. The other prize-winning 
exhibit by Dr. E. R. Duffie, intern at Raymond Plank 
Memorial Hospital, Des Moines, dealt with endo- 
cardial fibroelastosis, a disorder of one chamber of 
the heart. Dr. Duffie concluded that the condition 
can be diagnosed prior to death, and that surgical 
correction of valvular deformities is now possible 
with use of the artificial heart-lung machine. 


Diet as a Preventive and Therapeutic Tool 


The Council on Foods and Nutrition in coopera- 
tion with the Nutrition Foundation, Inc., held a 
week-long question and answer symposium on 
therapeutic nutrition. The most popular topic of 
discussion was diet in cardiovascular-renal disease. 
Dr. Maurice Sokolow of San Francisco pointed out 
the need for critical control of the sodium content 
of the diet in the treatment of hypertension and 
edema. The individual on severe sodium restric- 
tion may have a very narrow range within which 
he must be taught to operate. In certain respects, 
sodium must be considered a poison for such in- 
dividuals. Foods manufactured so as to reduce their 
sodium content while retaining a high percentage of 
their other nutrients have been found to be of real 
value to the individual on severely restricted diets. 

Dr. William Dock of New York stressed the im- 
portance of certain dietary changes after the occur- 
rence of a coronary, including, in most instances, a 
decrease in both sodium and fat content of the diet. 
He also recommended that a patient stop smoking 
after a coronary. Dr. Dock admitted that superb 
dietary control would not guarantee against other 
coronaries but that it could result in a 10% reduc- 
tion in the probability of occurrence. Some patients 
whose serum cholesterol levels cannot be lowered 
by dietary manipulations may respond to treatment 
with nicotinic acid. 

In discussing diet in hypercholesteremia, Dr. 
Laurance Kinsell of Oakland, Calif., warned that 
there is not absolute evidence that the presence of 
abnormal lipids in the serum precipitates cardio- 
vascular disease nor is there incontrovertible evi- 
dence that alteration in the fat and cholesterol 
content of the diet is curative. Dr. Kinsell referred 
to suggestive evidence that dietary manipulations 
and other means of lowering the cholesterol] level 
may be of benefit to individuals with hypercholes- 
teremia. He stated that a low-fat diet is usually a 
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high-carbohydrate diet and that the significance of 
this to body fat storage must be considered before 
wholesale recommendations for its use are made. 
Both Dr. Dock and Dr. Kinsell recommended that 
a serum cholesterol value of about 180 mg. per 100 
ml. be considered a “safe upper limit.” 

In the session on diet and weight control, Dr. 
Charles W. Tidd of Los Angeles enumerated some 
factors that motivate an individual to overeat, 
frequently strong feelings and attitudes that have 
nothing to do with food or eating. The patient may 
not be conscious of his attitudes or he may be most 
reluctant to reveal them, even to himself. Detection 
of such attitudes in adolescents is often easy, and 
the general practitioner has an excellent opportu- 
nity to observe some young patients who may be 
substituting food for other satisfactions when they 
come to him for other reasons. Dr. Tidd insisted 
that as far as possible the obese should be treated 
by the general practitioner rather than the psy- 
chiatrist. He said that the jovial fat person is fre- 
quently only superficially jolly; more often he is 
consciously covering up a depression or an attempt 
to run away from a distressing problem. 

Controlling the appetite was discussed by Dr. 
Sherman Mellinkoff of Los Angeles. He said some 
of the appetite depressing drugs may help, but 
none are the complete answer. Furthermore, all of 
the drugs used for controlling the appetite to date 
have side-effects and they should be used with 
caution. Certain drugs that are used should be 
condemned, such as stilbestrol, thyroid, and other 
hormones. The only time that thyroid has_.a place 
in the treatment of obesity is when the obesity is 
caused by hypothyroidism. 

Every obese person is an individual and an eftec- 
tive weight reduction diet is one that is planned 
for the individual. This was the theme of Dr. Leela 
S. Craig's presentation on reducing diets. Dr. Craig, 
from San Francisco, pointed out that the patient's 
diet should resemble as closely as possible that to 
which he is accustomed and should be planned to 
improve the patient's food habits. 

Capt. Albert R. Behnke of San Francisco consid- 
ered the problem of weight control in terms of body 
composition. Since the aim is to decrease body fat 
rather than lean body mass, Captain Behnke con- 
tended that routine exercise is essential to the ac- 
complishment of this tvpe of weight loss. 

Many questions were asked of the panel that 
discussed diet in certain problems of internal medi- 
cine. Dr. Albert H. Rowe of San Francisco urged 
all physicians to be willing to study possible food 
allergy when any suggestive symptoms arise. The 
frequency of negative reactions, especially by the 
scratch test, the fallibility of the positive reactions, 
especially by the intradermal test, and the fallacy 
of ruling out food allergy by failure of relief from 
test-negative diets alone must be realized. 

Diet in the treatment of anemias was presented 
by Dr. Carl V. Moore of St. Louis. Dr. Moore 
pointed out that diet is important in the prevention 
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of both protein and iron deficiency anemias. How- 
ever, except in a general way in the treatment of 
protein deficiency anemia, diet has no place in the 
treatment of anemias. Basic to effective treatment 
is an accurate diagnosis of the type of anemia 
present so that the proper hematinic agent can be 
administered. Dr. Moore warned physicians against 
the indiscriminate use of intramuscular iron injec- 
tions, except in such conditions as ileitis and colitis. 
He also cautioned against the use of “shotgun” 
preparations containing all of the known hematinics 
on the basis that these agents are seldom needed 
in combination, and in the rare instances when two 
or more are necessary they are likely to be in lim- 
ited supply. In other instances, certain of the agents 
may be dangerous. 

One session was directed to the frequent attacks 
on the wholesomeness and nutritive value of the 
food supply. Dr. Leonard A. Maynard of Ithaca, 
N. Y., reported that the fertility of the soil influ- 
ences only the quantity of crops that could be 
produced and that it had no practical significance 
so far as quality is concerned. Dr. David B. Hand, 
also of Ithaca, discussing the effect of processing 
explained that, although some loss in nutritive 
value occurs when foods are canned, frozen, and 
dehydrated this loss is generally less than when 
fresh foods are cooked in the home. 

Dr. William J. Darby of Nashville, discussed 
situations in which the normal, healthy person 
might need supplemental vitamins and minerals. 
He pointed out that the artificially fed infant should 
receive vitamin C and D if the diet does not supply 
30 mg. and 400 I. U. of these vitamins respectively. 
Further, infants receiving unfortified skimmed milk 
formulas require supplements of vitamin A. Healthy 
children fed adequate amounts of wholesome foods 
need no supplemental vitamins except vitamin D, 
which should be supplied throughout the growth 
period. It is also recognized that vitamin D supple- 
ments might be required during pregnancy and 
lactation. 

As in last year’s meeting, great interest was 
shown in the general nutrition of specific age 
groups. Infant feeding was discussed by Dr. Clem- 
ent A. Smith of Boston, who stressed the point that 
if the baby and his formula do not seem to be 
getting along, the baby should be examined for the 
trouble rather than the formula. Dr. Robert L. 
Jackson of Columbia, Mo., carried the discussion 
further with some advice on the diets of adoles- 
cents, especially stressing the effects of fads, mental 
attitudes, and great growth spurts on the nutri- 
tional status of this group. 

A selection of A. M. A. medal winning scientific 
exhibits are being put on film strips, with sound 
narration prepared by the exhibiting physician, and 
will be available to medical societies, schools, and 
teaching hospitals without charge through the 
Exhibits-on-Film professional service of Lakeside 
Laboratories. 
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Award Winners 


Hektoen Medals.—Hektoen medals, presented to 
exhibits of original investigation, judged on the 
basis of originality and excellence of presentation, 
were awarded as follows: 

Gold medal—Alvin L. Watne, Stuart S. Roberts, 
Ruth G. McGrath, Elizabeth A. McGrew, and 
Warren H. Cole, University of Illinois College of 
Medicine, Chicago, for the exhibit illustrating iso- 
lation of cancer cells in the circulating blood. 

Silver medal—Meyer Texon, New York Univer- 
sity Post-Graduate Medical School and Office of 
the Chief Medical Examiner, City of New York, 
for the exhibit on the hemodynamic concept of 
arteriosclerosis. 

Bronze medal—Irving $. Cooper, New York Uni- 
versity Bellevue Medical Center and St. Barnabas 
Hospital, New York, for the exhibit on chemopalli- 
dectomy for dystonia and other juvenile involun- 
tary movement disorders. 

Billings Medals.—Gold, silver, and bronze Billings 
medals were presented to exhibits judged on the 
basis of excellence of correlation of facts and pres- 
entation rather than upon experimental studies: 

Gold medal—C. H. Hodgson, J. A. Callahan, A. J. 
Bruwer, and A. H. Bulbulian, Mayo Clinic and 
Mayo Foundation, Rochester, Minn., for the ex- 
hibit on misleading thoracic roentgenograms. 

Silver medal—Roderick D. Turner, University of 
California Medical Center, Los Angeles, for the 
exhibit on surgical technique and uses of isolated 
intestinal segment in urologic surgery. 

Bronze medal—Julio C. Davila, Robert G. Trout, 
Joseph E. Sunner, and Robert P. Glover, the Tho- 
racic and Cardiovascular Research Laboratory at 
Presbyterian Hospital, Philadelphia, for the ex- 
hibit on cardiac valvular dynamics; anatomic, 
physiologic and pathologic studies. 


Motion Picture Program 


The four and one-half day medical motion pic- 
ture program included 59 general and _ scientific 
films, with many of the authors of the films present 
to introduce and discuss their works. 

A unique operation along with an unusual dem- 
onstration was filmed by Dr. Max Thorek of Chi- 
cago. The patient in the film perforated his esopha- 
gus while performing his sword-swallowing act. 
Closure of the perforation was shown in addition 
to a_ professional demonstration of the correct 
swallowing technique. 

The third in a series of six films on medicine 
and the law was another feature of the film pro- 
gram. Called “The Man Who Didn't Walk,” the 
subject is traumatic neurosis. The film demon- 
strates the common interest of the medical and 
legal professions in attempting to evaluate per- 
sonal injuries resulting from an accident. In an- 
other medicolegal film, “Someone Is Watching,” 
attention is called to the various ways in which 
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legal narcotics fall into the hands of dope addicts 
and peddlers through carelessness and false confi- 
dence. The need for diligent safeguarding of drugs 
was vividly pointed out. 

Two of the seven foreign films presented were 
produced behind the “iron curtain” in Czechoslo- 
vakia. One, made under the direction of Dr. Rudolf 
Malec, illustrates the diagnosis, evaluation, and 
surgical treatment of intracranial aneurysms. The 
other described an operative technique on the lung. 
Both films, made in Prague, were of exceptional 
quality. 

The Technical Exposition 


The technical exhibits can best be likened to a 
“scientific supermarket” where physicians can shop 
for the latest surgical supplies, office equipment, 
and medical books as well as accumulate the most 
recent information on pharmaceuticals. Probably 
the outstanding attribute of the technical exhibits 
was the unusual courtesy and patience of the highly 
trained personnel manning each display. 

To help provide a more fundamental under- 
standing of the cell, the basic unit of all life, the 
Upjohn Company exhibited a plastic model of a 
human cell magnified more than one million times. 
Physicians were able to walk through the “cell” 
and observe many phenomena previously described 
only in textbooks. Eventually the cell will be housed 
in the Museum of Science and Industry in Chicago. 

Wallace Laboratories depicted the path of har- 
monious life by allowing the physician to walk 
through a gigantic “breathing chrysalid.” Inside 
the Chrysalida, as it was called by Salvador Dali, 
its creator, organic forms appear in forced per- 
spective showing the surrealist view of transition 
from anxiety to tranquility. 

A replica of an old time drugstore interior was 
featured in the Bristol Laboratories exhibit. 

Wyeth Laboratories attempted a unique inno- 
vation by occasionally converting their technical 
exhibit into four private conference rooms and in- 
viting visiting physicians to make use of the pro- 
fessional consultative services of the specialists on 
the Wyeth medical staff. 

Relaxation was afforded physicians by Pfizer 
Laboratories. The doctor and his family were given 
a four-minute chair ride during which time they 
could observe the development of a pharmaceuti- 
cal product from research to practice. In the Eli 
Lilly and Company lounge exhibit, a display of 
tissue culture methods along with another question 
and answer display regarding double-blind clinical 
test procedures, added to the physician's knowledge. 

In addition, there were many other exhibitors 
complementing their presentations of valuable med- 
ical information with refreshments and souvenirs 
that will always be a pleasant reminder to the 
physician and his family who attended the 1958 
A. M. A. annual meeting. 
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SAN FRANCISCO SCENES—SESSIONS 


A view of the throng in the Sheraton-Palace 
hotel in San Francisco, where Dr. Gunnar Gun- ; 
ae, dersen of LaCrosse, Wis., was inaugurated as the ; 
F 112th President of the A. M. A. 


Dr. E. Vincent Askey of Los Angeles, Speaker 
of the House of Delegates, joins the immediate 
Past-President of the A. M. A., Dr. David B. All- 
man, Mrs. Allman, Rev. Robert D. Vinter, and 
Dr. Frank Krusen, winner of the A. M. A. 1958 
Distinguished Service award. 


One of many pre-convention meetings was 
the Sixth Annual National Medical Civil Defense 
Conference. These officers took part in discus- 
sions: Left to right, Air Force Surgeon General 
Dan C. Ogle; Deputy Surgeon General John D. 
Porterfield of the Public Health Service; Army 
Surgeon General Silas B. Hays; and E. C. Ken- 
ney, assistant chief of the Navy Bureau of Medi- 
cine and Surgery for Professional Operations. 


Honored at a luncheon by the Women’s Aux- 
iliary and Today’s Health for exceeding 100% 
of their quota in the 1957-1958 National T-H 
Subscription Contest were representatives of the 
winning state auxiliaries. 
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SAN FRANCISCO SCENES—EXHIBITS 


Above, Dr. Walter G. Spohn of the VA Regional Office in 
San Francisco discusses his exhibit on plastic artificial eye 
restoration with Dr. L. V. Johnson of Cleveland. 

Left, Dr. Irving S. Cooper's studies of chemopallidectomy 
for dystonia and related disorders catch the attention of an 
unidentified youngster with three doctors’ wives. 


Above, a mass chest survey unit, presented by the West- 
inghouse Electric Corporation is demonstrated by ex- 
hibitor (right) to Dr. Robert Warner of Berwyn, Pa.. and 
Dr. Lillian Dunsmore of Downington, Pa. 


At a special daily Scientific Exhibit on fresh tissue pa- 
thology, Dr. L. R. Grams of San Jose, Calif., points out the 
features of a diseased kidney to Dr. Elmer Olesky of Los 


Angeles and Dr. Marvin Brownstein of San Francisco. 


Dr. Dante Bizzari (standing) of New York Medi- 
cal College demonstrates with Joseph Musacchio of 
Pasadena, Calif... the importance of continuous 
monitoring of blood pressure, pulse, and heart 
sounds in a Scientifie Exhibit. 
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SAN FRANCISCO SCENES—HONORS 


Right, at the head of the table for a news con- 
ference sit Clare L. Chatland of Missoula, Mont., 
and David R. Brown of Minneapolis, winners of the 
A. M. A.’s top awards last month in Flint, Mich., at 
the National Science Fair for scientifically talented 
high school students. 


Left, winners of the Billings gold medal (left to 
right), Drs. A. H. Bulbulian, J. A. Callahan, and 
A, J. Bruwer of the Mayo Clinic and Mayo Founda- 
tion pose with Dr. Alphonse McMahon, Chairman of 
the Council on Scientific Assembly ; Dr. C. H. Hodg- 
son (also a member of the award-winning group) : 
and Dr. Frank B. Queen, Chairman of the Commit- 
tee on Awards. 


Right, winners of the A. M. A. lay Citations for 
Distinguished Service. Mrs. Charles W. Sewell of 
Otterbein, Ind., honored for her pioneering work 
in rural medicine, and Gobind Behari Lal, Ph.D., 
science editor emeritus for the Hearst newspapers. 


r Left, winners of the Hektoen gold medal pose be- 
| ! fore their exhibit. (Left to right) Drs. Alvin L. 
—& Watne, Stuart S. Roberts, and Elizabeth A. McGrew. 
With them are Drs. McMahon, Queen, and Thomas 
G. Hull, Secretary of the A. M. A. Council on Scien- 
tifie Assembly. 
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FEDERAL MEDICAL LEGISLATION 
2nd Session, 85th Congress 


Social Security 


S. 3508 by Senator Morse (D., Ore.) is similar 
to the Forand Bill, H. R. 9467, having the identical 
provisions for hospitalization, nursing home care, 
and surgical benefits. It would also periodically 
increase the tax rate on which social security taxes 
are paid so that by 1975 the employee and em- 
ployer each would be paying 5.5% on a wage base 
of $6,000; this would amount to $330 each. The 
self-employed would be paying 8.25%, or $495 an- 
nually. The bill would also increase the primary 
and family benefits, based on a new table, to a 
maximum individual primary benefit of $173.20 and 
maximum family benefit to $346.40. In addition, 
there would be an increase in the public assistance, 
of 25% in the state allotments, for old age assist- 
ance, aid to dependent children, aid to the blind, 
and aid to the permanently and totally disabled. 
Funds for this increase would come from increased 
appropriations from general revenues. S. 3646 by 
Senator Humphrey (D., Minn.) is identical to 
H. R. 9467, the Forand Bill, and H. R. 10532 by 
Congressman Dellay (D., N. J.), which has pre- 
viously been discussed. H. R. 11444 by Congress- 
man Moulder (D., Mo.) and H. R. 11772 by Con- 
gressman Blatnik (D., Minn.) are identical to 
H. R. 9467, the Forand Bill, as are H. R. 10532, 
10664, and 11331. 


Health, Education, and Welfare 


S. 3504 by Senator Neuberger (D., Ore.) would 
increase the annual authorization for appropriations 
for Maternal and Child Health Program from 16.5 
to 25 million dollars, and for hospital and medical 
care for the Crippled Children Program from 15 to 
25 million dollars. 

H. R. 6981 by Congressman Elliott (D., Ala.) 
and H. R. 6982 by Congressman Fogarty (D., R. 1.) 
are similar to H. R. 10608 by Congressman Fogarty, 
reported in THE JouRNAL, June 7, 1958, page 747; 
they deal with rehabilitation services for independ- 
ently living handicapped individuals and _assist- 
ance in the establishment of public and private non- 
profit workshops and rehabilitation facilities. It 
differs from H. R. 10608 in that funds requested are 
more modest. A further difference is that H. R. 
10608 would provide rehabilitation evaluation serv- 
ice for which the federal government would con- 
tribute two-thirds of the cost. 

H. R. 11703 by Congressman McCormack (D., 
Mass.) would amend the public assistance pro- 
vision of the Social Security Act relating to the 
provisions of medical care for recipient. This bill 
would limit the effect of the 1956 amendments and 
Public Law 85-110 to one fiscal year, terminating on 
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June 30, 1958. Under H. R. 7238, introduced last 
year by Congressman McCormack, the states could 
have continued their old programs of direct pay- 
ments for medical care to the recipient or their 
pooled fund for vendor payments program and in 
addition would have provided the $3 per adult and 
$1.50 per child recipient to be used exclusively for 
payment to the vendors of medical service. The 
Senate amended the bill to provide that the states 
could elect to operate the old vendor plan with 
federal participation up to the stated maximum or 
the new $6 and $3 vendor program, but not both. 
H. R. 11703, in addition, would allow the states to 
operate their medical care programs as was origi- 
nally introduced in H. R. 7238, prior to that bill 
being amended by the Senate. 

H. R. 11659 by Congressman Dellay (D., N. J.) 
is identical to H. R. 383 and H. R. 11057 by Con- 
gressman Zablocki (D., Wis.) which would estab- 
lish a Bureau of Older Persons within the Depart- 
ment of Health, Education, and Welfare and would 
authorize a federal grant to assist in the develop- 
ment and operation of studies and projects to help 
older persons. 

H. R. 11678 by Congressman O'Neill (D., Mass ) 
would amend the public assistance provisions of 
the Social Security Act to add a fifth category of 
recipients. The bill would offer grants to states to 
provide aid to needy persons not eligible for assist- 
ance under the present four programs of aid. To 
qualify for grants, the states would have to operate 
a state-wide plan, administered by a single state 
agency that provided for, among other things, finan- | 
cial participation by the state and nondisclosure of 
beneficiary lists. A state could not qualify for grants 
if it established as a condition of eligibility (1) an 
age requirement, (2) a residence requirement, and 
(3) a citizenship requirement. The federal contri- 
bution would equal “one-half of the sums expended 

. as general assistance” and one-half the cost of 
administering the program. General assistance is 
defined as “money payments to . . . or medical care 

. Or any type of remedial care . . . in behalf of 
needy individuals or families. . . .” 

H. R. 11826 by Congressman Coffin (D., Maine ) 
would amend the Hill-Burton Act by providing that 
a “nonprofit corporation or association which has a 
formal affiliation with a nonprofit teaching hos- 
pital” would be eligible for grants for the construc- 
tion of diagnostic or treatment centers, provided 
the grant would be limited to not more than 25,000 
per project. Further, these grants would be limited 
to towns with less than 10,000 population or to 
groups of towns with an aggregate population of 
less than 15,000. A “nonprofit teaching hospital” is 
defined as a hospital properly accredited for in- 
ternship or residency training, or both. 

H. R. 11832 by Congressman McCarthy (D., 
Minn.) would amend the public assistance pro- 
visions of the Social Security Act by doubling the 
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federal contribution in the medical care vendor 
payments program from the current $3 per adult 
and $1.50 per child recipient ($6 to $3 ratio) per 
month to $6 per adult and $3 per child recipient 
($12 to $6 ratio) per month. 

H. R. 11835 by Congressman Rodino (D., N. J.) 
is identical to S. 2994 by Senator Neuberger (D., 
Ore. ), S. 3089 by Senator McNamara (D., Mich.), 
and H. R. 9822 by Congressman Fogarty (D., R. I.) 
and provides for a White House Conference on 
Aging which the A. M. A. supports. 

S. 3551 by Senator Hill (D., Ala.) is identical to 
H. R. 10608 by Congressman Fogarty (D., R. I.) 
and would broaden the Rehabilitation Act of 1958. 


(This bill is discussed in THe JourRNAL, 167:747 


[June 7] 1958.) 

H. R. 11913 by Congressman Roberts (D., Ala. ) 
is similar to H. R. 6874 by Congressman Harris 
(D., Ark.) and H. R. 7841 by Congressman Fogarty 
(D., R. I.) and would amend the Public Health 
Service Act by extending the grant program for 
research facilities construction by providing grants 
for the construction, expansion, remodeling, and 
alteration of teaching and research facilities at new 
medical and dental schools. The bill would extend 
for three years the existing law which authorizes 
30 million dollars yearly for the construction of 
research facilities. It would also provide 50 million 
dollars annually for the next five years to medical, 
dental, and public health schools for construction 
of teaching and research facilities. Grants would 
be up to 50% of cost of construction except where 
the medical school gives assurances that it would 
increase the freshman enrollment by 5% during the 
first year of the program. In such case, the grant 
could be up to 66%% of cost of construction. The 
bill also provides for a 10-year, 100 million dollar 
program for grants for the construction of teaching 
and research facilities at new medical, dental, and 
public health schools. This would only apply to 
new schools. Grants up to 667% of cost of con- 
struction could be made. 

The National Advisory Council would be in- 
creased from its present 12 members to 16 mem- 
bers. Six members would be from the public health 
and 10 from medical, dental, and other health 
fields. This council would recommend approval of 
these construction grants to the surgeon general 
who would have the final approval. The bill fur- 
ther provides that neither the federal government 
nor any of its officials could interfere with the ad- 
ministration of grantees’ institution, personnel, cur- 
riculum, methods of instruction, or research. The 
A. M. A. testified in support of this program with 
suggested modifications. 

S. 3685 by Senator Yarborough (D., Texas) 
would increase the federal participation in the four 
public assistance programs. In the aid to the aged, 
blind, and permanently and totally disabled, the 
maximum in which the federal government would 
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participate would be increased from the present 
$60 to $65. The federal government would pay 
six-sevenths of the first $35 and one-half of the 
remainder up to $65. In addition, the federal gov- 
ernment would pay two-thirds of $8 to provide 
“medical or any other type of remedial care” for 
adults receiving benefits under the four aid pro- 
grams. In the dependent children program, maxi- 
mum federal participation would be increased to 
$36 with the federal government paying. six- 
sevenths of the first $21 and one-half of the re- 
mainder up to $36. To these funds, the federal 
government would pay two-thirds of $4 to provide 
“medical or any other type of remedial care” for 
children. In addition to these funds, the federal 
government would pay one-half of the states’ ad- 
ministrative costs in carrying out the four programs. 

S. 3690 by Senator Anderson (D., N. Mex.) and 
Langer (R., N. D.) would amend the Public Health 
Service Act by providing that the surgeon general 
would make grants to state or local agencies and to 
universities, hospitals, and laboratories for carrying 
out projects related to the detection and contro] of 
diabetes and for rehabilitating persons suffering 
from diabetes. It would also provide grants for 
training and instruction in the treatment of dia- 
betes. 

S. 3699 by Senator Langer (R., N. D.) would 
amend the Hospital Survey and Construction Act 
in order to make nonprofit corporations or associa- 
tions having a contractual affiliation with a non- 
profit hospital approved for internship or residency 
training eligible for construction grants under the 
Hill-Burton amendment. 


Antirecession 


H. R. 11445 by Congressman Rivers (D., S. C.) 
is identical to H. R. 10610 by Congressman Gregory 
(D., Ky.) and H. R. 10706 by Congressman Rob- 
erts (D., Ala.), reported in the June 7, 1958, issue 
of THE JouRNAL, page 747; it would extend the 
time for hospital construction loans under the 
Housing Act of 1956 for construction of community 
facilities (including hospitals) in areas designated 
by the Office of Defense Mobilization. 

H. R. 11474 by Congressman Spence (D., Ky. ) 
is similar to $. 3497 by Senator Fulbright (D., Ark. ) 
and H. R. 11272 by Congressman Rains (D., Ala. ) 
and would establish an emergency community facil- 
ities and public works program in the Community 
Facilities Administration of the House and Home 
Finance Agency. 

H. R. 11774 by Congressman Blatnik (D., 
Minn.), H. R. 11465 by Congressman Porter (D., 
Ore.), and H. R. 11737 by Congressman Dent 
(D., Pa.) are identical to H. R. 10570 by Congress- 
man McCarthy (D., Minn.) on Revision of Unem- 
ployment Compensation Plans previously discussed. 
(See THE JouRNAL, June 7, 1958 issue, pp. 747-750, 
for reference to bills previously discussed. ) 
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H. R. 11902 by Congressman Blatnik (D., Minn. ) 
is virtually identical to H. R. 11474 by Congress- 
man Spence (D., Ky.) and S. 3497 by Senator 
Fulbright (D., Ark.), except for two provisions. 
This bill provides that “all functions, powers, duties 

. with respect to health, refuse disposal, sewage 
treatment and water purification shall be exercised 
by ... the Surgeon General of the Public Health 
Service.” The bill also provides that the provision 
of the Davis-Bacon Act relating to local wage rates 
shall be in effect on projects constructed under this 
loan program. 


Veterans’ Affairs 


H. R. 11660 by Congressman Kearney (R., N. Y.) 
would authorize outpatient care for non-service- 
connected disabilities to veterans with a service- 
connected disability rating of 30% or more and to 
veterans who are in receipt of a pension for a non- 
service-connected disability. 

H. R. 11837 by Congressman Saylor (D., Pa.) is 
identical to H. R. 6716 by Congressman Kee (D., 
W. Va.) and H. R. 10748 by Congressman Beck- 
worth (D., Texas), previously discussed, and which 
would prohibit the termination of any 10% or more, 
and 10 years or more, service-connected disability 
rating for compensation, pension, and insurance 
purposes. 

S. 3599 by Senator Langer (R., N. D.) would 
extend the presumption of a service-connection for 
multiple sclerosis from the present two years after 
discharge to seven years. 

H. R. 12001 by Congressman Siler (R., Ky.) 
would provide for emergency outpatient treatment 
for any disability, whether service-connected or not, 
to a veteran who is receiving a pension or compen- 
sation. The bill also provides that the VA would 
reimburse any such veteran for the expense in- 
curred in acquiring emergency outpatient treatment 
at any hospital certified by the American Hospital 
Association. 


Tax Relief 


S. 3527 by Senator Hill (D., Ala.) is similar to 
S. 432 and others providing for tax exemption for 
higher education of $600 annually for the taxpayer, 
his spouse, or for dependents provided they attend 
an institution of higher education during at least 
four calendar months and provided the institution 
has met certain requirements. 

H. R. 11788 by Congressman Quie (R., Minn. ) is 
identical to S. 3194 by Senator Sparkman (D., Ala. ) 
(J. A. M. A. 166:2188 [April 26] 1958) and similar 
to H. R. 10499, 11617, and 10781 providing tax 
deferment for annuities. 

H. R. 11812 by Congressman Flood (D., Pa.) 
providing a tax credit for higher education is simi- 
lar to H. R. 11393 by Congressman Cramer (R., 
Fla.), previously discussed, and H. R. 490 and 765. 
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Union 


S. 3618 by Senator McClellan (D., Ark.), known 
as the Labor Union Registration Act of 1958, 
would require the registration of labor unions and 
labor relations counselors. It provides minimum 
requirements for bylaws for unions required to file 
under the bill. It sets forth what information would 
have to be filed with the Secretary of Labor by 
unions and provides for keeping the registration 
statement current. Penalties are provided for viola- 
tions. One requirement would be the registration of 
the name and title of each trustee or person respon- 
sible for the administration of any trust in which a 
labor union is interested. A “trust in which a labor 
union is interested” would include welfare and 
pension plans. 


Miscellaneous 


S. 3544 by Senators Mansfield (D., Mont.) and 
Bridges (R., N. H.) on Reorganization of the De- 
fense Department is identical with H. R. 11001, 
11002, and 11003 previously reported. H. R. 11472 
would amend the Water Pollution Control Act. It 
is similar to S. 3481 by Senator Purtell (R., Conn) 
also previously reported and differs in that it would 
increase the amount of federal participation on 
projects, would increase the grants from 30% of the 
cost or $250,000 to 50% of the cost, or $500,000, 
whichever is smaller, and if the project were being 
carried out by two or more cities or political sub- 
divisions, the federal participation could be multi- 
plied by the number of entities involved. It would 
also increase the annual authorization to carry out 
the provisions of the act from 50 to 150 million dol- 
lars and increase the statutory limitation which 
determines the life of the act from 500 million to 
1.5 billion dollars. 

H. R. 11714 by Congressman Blatnik (D., Minn.) 
is identical to the bills mentioned regarding the 
Water Pollution Control Act, with the exception 
that annual authorizations are only increased from 
50 to 100 million dollars, and the statutory limita- 
tion from 500 million to one billion dollars. 

S. 3649, the Administration Bill, by Senator Sal- 
tonstall (R., Mass.) and H. R. 11958 by Congress- 
man Martin (R., Mass.) would provide for the 
Defense Department Reorganization. Among other 
things, it would reduce the number of Assistant 
Secretaries of Defense from nine to seven and 
would repeal Reorganization Plan no. 6 of 1953 
under which the Office of the Assistant Secretary 
of Defense (Health and Medical) was established. 
While the bill does not specify which Assistant 
Secretary of Defense would be eliminated, indica- 
tions are that the Office of the Assistant Secretary 
of Defense (Health and Medical) would be abol- 
ished and the position relegated to that of a special 
assistant to the Secretary of Defense. 

H. R. 11960 by Congressman Knutson (D., 
Minn.) is the Omnibus Education Act of 1958. 
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A. M. A. ADOPTS NEW CODE FOR 
DOCTORS AND LAWYERS 


A new “National Interprofessional Code for Phy- 
sicians and Attorneys” was approved by the A.M.A. 
House of Delegates at its Annual Meeting in San 
Francisco. The code will serve as a suggested guide 
for physicians and attorneys in their inter-related 
practice in the areas covered by its provisions— 
subject to the principles of medical and legal ethics 
and the rules of law prescribed for their individual 
conduct. 

The code was formulated by a joint national 
medicolegal liaison committee made up of repre- 
sentatives appointed by the American Bar Asso- 
ciation and the American Medical Association. The 
three medical representatives include Drs. David 
B. Allman, Hugh Hussey, and George Fister. In 
addition to drawing up this new code, the joint 
committee has considered such things as the en- 
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couragement of state and local medicolegal meet- 
ings, medical professional liability problems, medi- 
colegal forms, and the possibility of establishing 
medicolegal courses in law schools and medical 
schools. The same code will be presented for ap- 
proval to the Board of Governors and the House of 
Delegates of the American Bar Association at its 
meeting in August. 

In the preamble the code states that it “will serve 
its purpose if it promotes the public welfare, im- 
proves the practical working relationships of the 
two professions, and facilitates the administration 
of justice.” Various sections cover such topics as 
medical reports; conferences between the physician 
and the attorney; subpoena for medical witness; ar- 
rangements for court appearances; physician called 
as witness; fees for services of physician relative 
to litigation; payment of medical fees; implementa- 
tion of the code at state and local levels; and con- 
sideration and disposition of complaints. 
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STUDY OF PERINATAL MORTALITY AND MORBIDITY PROGRAMS 
IN THE UNITED STATES 


PART 3 


HENNEPIN COUNTY (MINNESOTA) PERINATAL MORTALITY STUDY 


Beginning in 1950 certain information relating to 
prematurity, congenital malformation, birth weight, 
and weeks of gestation was included on the re- 
vised birth and stillbirth certificates. From this in- 
formation the Minnesota Department of Health 
was able to compile data which indicated, to some 
degree, the problems which could be emphasized in 
a study designed to promote further reduction of 
infant mortality. It was shown that 76% of infant 
deaths occurred less than one month after birth and 
that 70% were due to or associated with pre- 
maturity, congenital malformation, or birth injury. 
These facts, together with the effectiveness and ac- 
ceptance of the maternal mortality study in Minne- 
sota, prompted the state department of health to 


This is the third of a series of articles prepared by the Committee on 
Maternal and Child Care of the Council on Medical Service on perinatal 
mortality and morbidity study programs that are being conducted in 
various parts of the United States. Subsequent articles will appear in 
THE JOURNAL from time to time. 

Committee members are W. L. Crawford, M.D., Chairman, Rockford, 
Ill.; R. B. Chrisman Jr., M.D., Coral Gables, Fla.; Philip $. Barba, M.D., 
Philadelphia; Harold S. Morgan, M.D., Lincoln, Neb.; Garland D. 
Murphy, M.D., El Dorado, Ark.; Howard A. Nelson, M.D., Greenwood, 
Miss.; J. L. Reichert, M.D., Chicago; Donald A. Dukelow, M.D., Con- 
sultant, Chicago; Philip F. Williams, M.D., Consultant, Bala Cynwyd, 
Pa.; Edwin J. Holman, Consultant, Chicago; and Mr. George W. Cooley, 
Secretary, and Mr. Donald B. Berg, Research Assistant, Chicago. 


propose a pilot study on neonatal mortality in 
Hennepin County, which includes Minneapolis. This 
proposal was in turn submitted to, and approved 
by, the Child Health Committee of the Minnesota 
State Medical Association, the council of this asso- 
ciation, and the Hennepin County Medical Society. 
The Northwest Pediatric Society appointed three 
members to the proposed committee, as did the 
Hennepin County Medical Society. Along with rep- 
resentatives from the maternal and child health 
section of the Minnesota Department of Health, 
these constituted the nucleus of the study commit- 
tee. 

Other interested groups were contacted and 
agreed to help sponsor the proposed study. The 
Hennepin County neonatal mortality study began 
on Jan. 1, 1952, as a cooperative undertaking of the 
Hennepin County Medical Society, the Minneapolis 
Pediatric Society, the Minneapolis Obstetric So- 
ciety, the Minneapolis chapter of the American 
Academy of General Practice, the Minneapolis 
Health Department, the Minneapolis Hospital 
Council, the departments of pediatrics and pathol- 
ogy of the University of Minnesota Medical School, 
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and the State of Minnesota Department of Health. 
The Neonatal Mortality Study Committee is com- 
posed of representatives appointed by these groups; 
the membership includes pediatricians, obstetri- 
cians, pathologists, anesthesiologists, general prac- 
titioners, radiologists, public health physicians, and 
hospital administrators. The chairman and secre- 
tary are elected by the committee. One of the ob- 
stetricians on the committee is also a member of the 
Maternal Mortality Study Committee of the Minne- 
sota State Medical Association, thereby providing 
a liaison between the two study groups. 


Scope of Study 


From 1952 through 1954 the study included an 
analysis of the deaths of live-born infants of more 
than 20 weeks’ gestation who failed to survive the 
first 28 days after birth. Since Jan. 1, 1955, it has 
also included stillbirths of more than 20 weeks’ of 
gestation, and the name was therefore changed 
from “neonatal” to the more inclusive term, “peri- 
natal.” In general, the objective of the study is 
to reduce to a minimum the preventable factors 
associated with perinatal mortality by a detailed 
analysis of each death, including management of 
pregnancy and of the newborn infant, nursery pro- 
cedures, and adequacy of facilities, records, and 
autopsies. As progress in the study has been made 
and some of the problems have been delineated by 
the committee, local studies have been initiated on 
such problems as the survival rate for erythroblas- 
tosis, the causes and prevention of hyaline-like 
membrane and _ atelectasis, surgical emergencies, 
prematurity, and sepsis. 

Both the metropolitan and rural areas of Henne- 
pin County, served by 14 hospitals with maternity 
departments, are included in the study. 


Method of Operation 


Case-finding.—Each hospital has appointed a 
liaison committee consisting of a pediatrician, an 
obstetrician, and a pathologist (or of physicians 
with special interest in these fields). These local 
committees submit the required data for each peri- 
natal death to the Perinatal Mortality Study Com- 
mittee. To make the reporting as complete as pos- 
sible, all neonatal and fetal death certificates are 
compared with the returned data from each hos- 
pital, and monthly reminders are sent to hospitals 
indicating the specific cases on which information 
has not as yet been submitted. Every effort is made 
to obtain complete voluntary reporting. 

Collection of Data.—The Perinatal Mortality 
Study Committee has developed a standard ques- 
tionnaire study form, which is distributed to all the 
hospitals. The liaison committee in each hospital is 
responsible for obtaining the required data on each 
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local perinatal death. This is done with the assist- 
ance of the hospital record librarians and, if neces- 
sary, of the attending physicians. These report 
forms are filled in as soon as possible after the hos- 
pital clinical record of the case is complete. They 
are then submitted to the study committee. When 
the data submitted are not sufficient for committee 
analysis, personal visits are made to the hospital 
for additional data. The report form lists the date 
and the name of the patient, the physician, and the 
hospital on a detachable tab, which is removed in 
the office of the secretary of the study committee. 
A code letter for the hospital and a code number 
for the patient are placed on the form and on the 
autopsy report before they are reviewed by the 
committee. To assure complete anonymity, the 
coded tabs are retained in a confidential file at the 
state department of health. A Minnesota statute 
makes it a misdemeanor to reveal this confidential 
material and protects all parties involved by not 
allowing it to be admitted in any court or before 
any other tribunal, board, or other agency. 

Processing of Data.—The full committee meets in 
closed session once or twice a month, depending on 
the number of cases for review at the time. A sum- 
mary of the pertinent data from each case on uni- 
form protocol sheets is presented to each committee 
member at the meeting. For controversial and 
complicated cases, all the data are presented to the 
committee for consideration. Each case is dis- 
cussed in an objective and impartial manner. Re- 
sponsibility is classified as obstetric, pediatric, or 
medical, or assigned to the hospital. Each case is 
judged preventable, nonpreventable, or unclassi- 
fiable. The specific factors in the case are listed as 
(1) inadequate prenatal care, (2) the fault of the 
family, (3) physician’s error in judgment, (4) phy- 
sician’s error in technique, (5) intercurrent dis- 
ease, or (6) unavoidable disaster. When the case 
is unclassifiable, the reasons for that fact are listed 
—e. g., inadequate records or inadequate autopsies. 
All the pertinent data and the committee findings 
and classifications are transferred to punch cards 
for ease in tabulation. 

Follow-up and Use of Findings.—Intormation 
gained through the county-wide study of perinatal 
deaths is used as a basis for recommendations and 
suggestions in the committee's educational program, 
which includes frequent reports and special articles 
in the Bulletin of the Hennepin County Medical 
Society. Yearly reports in the state medical journal 
include rather extensive statistical analyses, sum- 
maries of case histories, and comments of the com- 
mittee on deaths considered to have been prevent- 
able. Committee findings are also disseminated at 
medical society and hospital staff meetings. Contact 
with undergraduate and graduate teaching is fa- 
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cilitated by the fact that the committee includes 
representatives of the University of Minnesota 
Medical School's departments of pediatrics and 
pathology. 

Results 


Analysis of the data from the first three years 
(1952-1954) reveals that 72.4% of the 1,012 neo- 
natal deaths were of infants weighing 2,500 Gm. 
or less. Of these premature infants, 66% died during 


TABLE 1.—Causes of Neonatal Deaths in Hennepin County, 


1952-1954° 
Infants Weighing 
2,00 Gin. More than Tota 
Cause of Death or Less 2,500Gm. No. 
Abnormal pulmonary ventilation 538 60 SoS 59.1 
Congenital malformation ........ 66 112 178 17.6 
35 23 58 5.7 
GIGCTABINS 14 39 58 5.2 
16 36 3.6 
723 280 1,012 100.0 


*Data from the committee's report.! 


the first 24 hours after birth and 83% during the 
first 48 hours.’ Chief among the causes of neonatal 
deaths is the broad classification called “abnormal 
pulmonary ventilation.” This category includes 
those deaths attributed to immaturity unqualified, 


TABLE 2.—Rating of Neonatal Deaths in Hennepin County, 
1952-1954° 


Infants Weighing 


— % of 1,012 
2,00 Gm. More than Total Neonatal 
Classification or Less 2,5000Gm. No. Deaths 
Preventability 
reventable factors 
32 42 74 7.3 
Nonpreventable ............ 676 224 900 8.9 
Unclassifiable .............. i 23 38 3.8 
Responsibility 
Inadequate 
hospital facilities ......... 0 ] ] 0.1 
29 12 41 4.1 
Faetors involved 
Inadequate 
prenatal care ............ 16 5 21 23 
Of 83 43 126 12.5 
Physician’s error 
35 37 72 
Physician's error 
Intereurrent disease ........ 6 9 5 15 
Unavoidable disaster ...... 669 917 ANG 87.5 


*Data from the committee's report.? 


atelectasis, and to hyaline membrane disease. 
Table 1 summarizes the causes of the 1,012 deaths 
as they were classified by the committee. 

Table 2 summarizes findings relative to preventa- 
bility and responsibility. It is to be noted that 74 
(7.3%) of the 1,012 neonatal deaths were judged 
to have preventable factors and that improvement 
in care was thought to have been possible in an- 
other 17%. 
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During the first year of the study the autopsy 
rate on all neonatal deaths was 59% (51.0% for 
premature infants and 77.9% for full-term infants ); 
by the third year (1954) the over-all rate had in- 
creased to 69.7% (62.3% for premature infants and 
88.2% for full-term infants ). 

The neonatal and fetal death rates for selected 
vears since 1940 (table 3) are of interest for pur- 
poses of comparison. 


Comments and Conclusions 


The Hennepin County Perinatal Mortality Study 
Committee believes that definite progress has been 
made and will continue to be made in the improve- 
ment of health in the perinatal period. The com- 
mittee has attempted to determine the primary 
cause of death in each case and to classify these 
causes in as meaningful a way as possible. It has 
emphasized the importance of autopsies to deter- 
mine the true causes, and it has been encouraged 
by the above-mentioned increase in the autopsy 
rate. 


Tasie 3.—Perinatal Deaths in Hennepin County, 1940-1956° 


Number Ratet 

Live Neonatal Fetal Neonatal Fetal 

Year Births Deaths Deaths Death Death 
10,130 24) 246 23.8 24.3 
12,336 287 287 23.3 23.5 
18,672 381 313 20.4 16.8 
19,941 354 205 17.8 14.8 
20,460 417 324 20.4 16.1 
21,309 369 203 17.3 13.9 
22,521 408 300 18.1 13.3 


*Data from Minnesota Department of Health, Seetion of Vital 
Statistics, R. N. Barr, M.D., State Registrar 
tRate per 1,000 live births 


In its progress reports and articles in the county 
medical society bulletin and in its complete yearly 
analyses in the state journal, the committee has 
endeavored to inform physicians of its findings and 
has recommended means of preventing the recur- 
rence of preventable factors and of improving the 
quality of obstetric and pediatric care. 

The committee is always alert to means of im- 
proving its work. It has recommended personal 
follow-up of its findings in cases where serious 
errors or preventable factors are found. Also, it is 
thought by the committee that the gathering of data 
from physicians’ visits to hospitals and from attend- 
ing physicians would have many advantages over 
the present method. In general, however, the ac- 
ceptance of the study and its objectives has been 
enthusiastic. The committee has had the coopera- 
tion of the practicing physicians, the pathologists, 
and the hospitals, in its efforts to reduce perinatal 
mortality in Hennepin County. 


Reference 
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COUNCIL ON MEDICAL EDUCATION AND HOSPITALS 


THE PRESENT AND FUTURE STATUS OF FOREIGN MEDICAL SCHOOL 
CREDENTIALS IN THE UNITED STATES 


Since February 1950, the Council on Medical 
Education and Hospitals of the American Medical 
Association and the Executive Council of the Asso- 
ciation of American Medical Colleges have pub- 
lished a list of foreign medical schools whose gradu- 
ates are recommended for consideration on the same 
basis as graduates of approved medical schéels in 
the United States and Canada. This has always been 
offered as an advisory list for the use of State Licens- 
ing Boards, Hospitals, Specialty Boards and other 
organizations in the United States concerned with 
the evaluation of medical credentials and qualifica- 
tions of graduates of foreign medical schools. These 
same organizations have always been advised that 
the list was acknowledged to be a tentative one and 
that the position of the Councils with respect to the 
foreign medical schools not listed has been that 
they neither approve nor disapprove of them. 

In the years since the initial publication of this 
list, the number of graduates of foreign medical 
schools coming to the United States on either tem- 
porary or permanent visas has increased tremen- 
dously. The vast majority of physicians now enter- 
ing this country either for further study as interns or 
residents or for permanent stay and medical licen- 
sure have received their medical degrees from 
medical schools other than those listed. 

It is impossible for the Council on Medical Edu- 
cation and Hospitals of the American Medical As- 
sociation and the Executive Council of the Associa- 
tion of American Medical Colleges to obtain and 
maintain adequate and current information con- 
cerning the educational programs of all or even a 
reasonable portion of the medical schools in the 
world whose graduates will now and in the future 
wish to come to the United States. For this reason, 
the two Councils many months ago reached the de- 
cision that it was no longer feasible to maintain a 
recommendation regarding graduates of foreign 
medical schools based on the school of graduation. 
After considerable study, it was concluded that a 
mechanism for the evaluation of the medical cre- 
dentials and qualifications and facility with the 
English language of the individual foreign physician 
would be more generally equitable to graduates of 
all foreign medical schools desiring to enter this 


Authorized by the Council on Medical Education and Hospitals, 
A. M. A., and the Executive Council, Association of American Medical 
Colleges. 


country. A program of this kind would also better 
serve the welfare of American patients for whose 
care these physicians would have responsibility. 


The Educational Council for 
Foreign Medical Graduates 


After more than two years of cooperative study 
by representatives of the American Hospital Asso- 
ciation, the American Medical Association, the As- 
sociation of American Medical Colleges, and the 
Federation of State Medical Boards of the United 
States, a method for evaluating the graduates of 
foreign medical schools wishing to come to the 
United States has been devised. The four parent 
groups have sponsored the organization of the Edu- 
cational Council for Foreign Medical Graduates 
(ECFMG) to implement this new program. The 
Educational Council for Foreign Medical Graduates 
(ECFMG) has been legally incorporated in the 
State of Illinois and is located at 1710 Orrington 
Avenue, Evanston, Illinois. Responsibility for the 
affairs of ECFMG rests with a 10 member Board of 
Trustees which includes two members each selected 
by the American Hospital Association, the American 
Medical Association, the Association of American 
Medical Colleges, the Federation of State Medical 
Boards of the United States and two representatives- 
at-large (one selected by the United States Depart- 
ment of Health, Education and Welfare and one by 
the United States Department of Defense). 

ECFMG will evaluate the medical credentials of 
graduates of foreign medical schools wishing to en- 
ter the United States. Credentials will be declared: 
acceptable if they indicate that the foreign graduate 
has completed no less than 18 years of formal educa- 
tion including at least 4 academic years in a bona 
fide medical school. For candidates whose creden- 
tials are acceptable, ECFMG will test their know]- 
edge of medicine and command of English through 
testing centers in the United States and abroad. 
Those candidates who are successful will be certi- 
fied as possessing medical knowledge reasonably 
equivalent to that expected of graduates of approved 
medical schools in the United States and Canada 
and as having satisfactory facility with the English 
language. The certification so acquired will be trans- 
mitted to hospitals, licensing authorities, specialty 
boards and other appropriate organizations or insti- 
tutions as desired by the candidates. 
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It is to be emphasized that ECFMG (and also the 
Council on Medical Education and Hospitals of the 
American Medical Association and the Executive 
Council of the Association of American Medical 
Colleges) is not designed to serve as a placement 
agency. Graduates of foreign medical schools must 
continue to make arrangements for placement in 
U. S. hospitals through direct correspondence with 
the hospital(s) concerned. Assistance in placement 
may also be obtained through the National Com- 
mittee tor Resettlement of Foreign Physicians, Inc., 
31 Union Square West, New York 3, N. Y. 

Further information regarding the program of 
ECFMG, procedure for making application, dates 
and locations for testing, fees, etc., can be ob- 
tained by corresponding directly with the Educa- 
tional Council for Foreign Medical Graduates, 
1710 Orrington Avenue, Evanston, Illinois. 


The Present and Future Status of the 
List of Foreign Medical Schools 


In February 1958, the Council on Medical Edu- 
cation and Hospitals of the American Medical 
Association and the Executive Council of the Asso- 
ciation of American Medical Colleges acted to 
withdraw the current list of foreign medical schools 
for whose graduates the Councils have recommend- 
ed consideration on a basis comparable to that of 
graduates of approved medical schools in the 
United States and Canada. The withdrawal of this 
list and its accompanying recommendation is to 
become effective as of January 1, 1960. 

The Councils wish to emphasize that this notice 
of discontinuing the listing of certain foreign medi- 
cal schools is not intended to indicate any lowering 
of standards of the foreign medical schools that 
have been on the list. Rather, this action reflects the 
Councils inability to acquire and maintain a con- 
tinuing, adequate knowledge of the educational 
programs of all the foreign medical schools whose 
graduates come to the United States. 

The Council on Medical Education and Hospitals 
of the American Medical Association and the Exec- 
utive Council of the Association of American Med- 
ical Colleges now recommend that licensing 
boards, hospitals, specialty boards and other organi- 
zations in the United States concerned with the 
medical qualifications of graduates of foreign med- 
ical schools, consider certification by the Education- 
al Council for Foreign Medical Graduates as 
evidence that the recipient of such certification is 
possessed of medical knowledge comparable to that 
expected of graduates of approved medical schools 
in the United States and Canada. These two Coun- 
cils further recommend that such certification be 
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considered as evidence of the quality of medical 
training offered by the medical school attended by 
the holder of a certificate at the time of his gradua- 
tion. 

In the interval between the present and the 
January 1, 1960 effective date of withdrawal of the 
list of foreign medical schools, the Councils will 
support the recommendation in regard to graduates 
of the listed schools and also the recommendation 
pertaining to certification by the Educational Coun- 
cil for Foreign Medical Graduates. The Councils 
believe that the transition period of almost two 
years should allow adequate opportunity for all 
concerned to adapt to this new program. 


The Present and Future Status of 
Graduates of Foreign Medical Schools 
Seeking Advanced (Internship and Residency) 
Training in the United States Under the 
Exchange-Visitor Program 


The Council on Medical Education and Hospitals 
of the American Medical Association will revise in 
the near future its Essentials of an Approval Intern- 
ship and Essentials of Approved Residencies and 
Fellowships to include a statement to the effect that 
hospitals considering foreign medical school gradu- 
ates for internship or residency positions are recom- 
mended to acquire reasonable assurance regarding 
the medical qualifications of foreign trained physi- 
cians by deferring their appointment until the 
candidates have been certified by ECFMG. 

It is expected that this revision will be effective 
for intern and residency appointments to begin on 
and after January 1, 1960. Since graduates of foreign 
medical schools accepting appointments as interns 
and/or residents in the interval period before Janu- 
ary 1, 1960 are likely to consider seeking reappoint- 
ment after that, it is suggested that where possible 
they avail themselves of the opportunity of evalua- 
tion by ECFMG before that date. Regardless of the 
date of appointment, it is expected that all gradu- 
ates of foreign medical schools serving as interns 
or residents in U. S. hospitals as of July 1, 1960 will 
have been certified by ECFMG. 


The Present and Future Status of Graduates 
of Foreign Medical Schools Entering the 
United States on Permanent (Immigration) 
Visas 


Neither the Council on Medical Education and 
Hospitals of the American Medical Association nor 
the Executive Council of the Association of Ameri- 
can Medical Colleges is in a position to render ad- 
vice concerning the basic privilege of immigration. 
Information concerning immigration to the United 
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States can be obtained from the nearest United 
States Consulate or Embassy or from the Immigra- 
tion and Naturalization Service of the United States 
Department of Justice. 

Medical licensure in the United States is a “state 
right” and is entirely under the jurisdiction of the 
governments of the individual states. The power to 
license physicians is exercised through the medical 
licensing boards of each individual state and there 
is no licensure of physicians in this country by the 
federal government. It is not possible for either 
Council or for ECFMG to intervene on behalf of 
any individual seeking licensure whose credentials 
do not meet the requirements of the board to which 
he has applied. ECFMG will, however, on request 
of the foreign trained physician notify any board of 
his certification acquired through the new evalua- 
tion program. 

The material for a summary of the present re- 
quirements of the various states, territories and pos- 
sessions for medical licensure of foreign medical 
graduates is collected annually by the Council 
on Medical Education and Hospitals and pub- 
lished in THe JourNAL of the American Medical 
Association. Current and more detailed infor- 
mation should be obtained through direct corre- 
spondence with the secretaries of the boards in those 
states in which the foreign medical graduate is most 
interested. 

Graduates of foreign medical schools contemplat- 
ing immigration to the United States for the prac- 
tice of medicine should note that one requirement 
of the vast majority of states is an approved intern- 
ship in the United States. It is anticipated that 
hospitals offering approved internships will request 
that graduates of foreign medical schools seeking 
such positions on and after January 1, 1960 will 
have obtained certification by ECFMG. It appears 
likely that some hospitals may expect such certifica- 
tion prior to that date. Regardless of the date of 
appointment, it is expected that all graduates of 
foreign medical schools serving as interns or resi- 
dents in U. S. hospitals as of July 1, 1960 will have 
been certified by ECFMG. 

The Federation of State Medical Boards of the 
United States helped create and strongly supports 
the program of the Educational Council for Foreign 
Medical Graduates and it is anticipated that in- 
creasing numbers of individual medical licensing 
boards will require certification by ECFMG as pre- 
requisite to licensure examination for foreign med- 
ical graduates. It is likely that by January 1, 1960 
many and perhaps most licensing boards will have 
established this requirement. 
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Present and Future Status of American 
Citizens Studying Medicine Outside the 
United States and Canada 


American citizens undertaking their medical stud- 
ies abroad have been subject to the same regula- 
tions and procedures governing medical licensure 
and intern and residency positions as are all other 
graduates of foreign medical schools. Therefore, 
Americans enrolled in medical schools outside the 
United States and Canada who plan to return to 
this country for internship, residency and/or medi- 
cal licensure are encouraged to seek certification by 
ECFMG on completion of medical school studies. 
Comments appearing above concerning the relation- 
ship between ECFMG and internship and resi- 
dency positions and medical licensure for foreign 
medical graduates entering the United States on 
permanent visas are equally applicable to Ameri- 
can citizens studying medicine abroad. 


Policy of the American Hospital Association 
Concerning Graduates of Foreign Medical Schools 


The American Hospital Association has strongly 
supported the organization and efforts of the Edu- 
cational Council for Foreign Medical Graduates. It 
believes that only qualified medical graduates should 
serve in patient care situations in hospitals. To this 
end, it now advises hospitals considering appoint- 
ment of foreign medical graduates to their stafts, 
wherever they can do so with fairness to themselves 
and to the foreign medical graduate, to accept only 
foreign medical graduates certified by the Educa- 
tional Council for Foreign Medical Graduates. 

It is expected that all graduates of foreign med- 
ical schools serving as interns or residents in U. S. 
hospitals as of July 1, 1960 will have been certi- 
filed by ECFMG. The American Hospital Associa- 
tion will take this into consideration when approv- 
ing hospitals for listing. 


Policy of the National Intern Matching Program 
Concerning Graduates of Foreign Medical Schools 


The vast majority of graduates of American med- 
ical schools acquire internship appointments 
through a matching program which assures them a 
position in the first hospital of their choice that 
ranks the graduate high on its list of prospective 
interns. In the past, the National Intern Matching 
Program, 2530 Ridge Avenue, Evanston, Illinois, 
has accepted graduates of foreign medical schools. 
It will continue to do so beginning with the 1959- 
1960 program, provided the foreign medical grad- 
uate has been certified by the Educational Council 
for Foreign Medical Graduates. Information regard- 
ing the National Intern Matching Program can be 
obtained at the address given above. 
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MEDICAL NEWS 


CALIFORNIA 


Library on Air Pollution Control.—The six-county 
Bay Area Air Pollution Control District, San Fran- 
cisco, has opened a technical library of nearly 7,000 
microfilmed articles, available with a microfilm 
reader, for the free use of the public in the Bay 
Area, for answers to problems on the measurement, 
effects, and control of air pollution. The library was 
compiled by Stanford Research Institute under the 
supervision of contro] officer Benjamin Linsky and 
technical literature specialist Gloria Smith. The 
material may not be checked out, but a photocopy 
machine is set for use in conjunction with the mi- 
crofilm reader so that copies of pages can be made. 


DELAWARE 


Community Honors Dr. Chipman.—About 450 citi- 
zens of Harrington honored Dr. William T. Chip- 
man on Feb. 24 after 45 years of the practice of 
medicine. The introduction presented by the mayor 
of Harrington, Dr. Hewitt W. Smith, past-president 
of the Medical Society of Delaware, read in part: 
“Dr. Chipman has seen fit to discharge his civic 
responsibilities to the community as manifest by his 
past activities in: the Harrington Building and Loan 
Association, Vice-Presidency of The First National 
Bank, first President of the Harrington Chamber of 
Commerce, Director of The Kent and Sussex Fair 
Association, Speaker of the House of Representa- 
tives.” 


FLORIDA 


Society News.—The Greater Miami Eye, Ear, Nose 
and Throat Society has elected the following offi- 
cers for 1958: president, Dr. William Steinman; 
president-elect, Dr. James H. Mendel Jr.; and secre- 
tary-treasurer, Dr. Herbert C. Howard. The society 
meets quarterly at the Urmey Hotel in Miami.—— 
The Florida Radiological Society has installed the 
following officers for the year 1958-1959: president, 
Dr. Charles R. DeArmas, Daytona Beach; vice- 
president, Dr. John P. Ferrell, St. Petersburg; 
secretary-treasurer, Dr. Russell D. D. Hoover, West 
Palm Beach; councilor to American College of 
Radiology, Dr. James M. Dell Jr., Gainesville; and 
alternate councilor, Dr. Oliver P. Winslow Jr., 
Miami.——The officers of the Greater Miami Radi- 
ological Society are: president, Dr. Alfred G. Levin; 
vice-president, Dr. Andre S. Capi; and secretary- 


Physicians are invited to send to this department items of news of 
general interest, for example, those relating to society activities, new 
hospitals, education, and public health. Programs should be received 
at least three weeks before the date of meeting. 


treasurer, Dr. George P. Daurelle Jr. Society meet- 
ings are held on the third Wednesday of each 
month at 8 p. m. at Jackson Memorial Hospital. 


ILLINOIS 


Tuberculosis in Suburban Cook County.—The Sub- 
urban Cook County Tuberculosis Sanitarium Dis- 
trict has reported that during 1957, a 10% increase 
over the previous year developed in the total num- 
ber of new active cases of tuberculosis reported in 
the area. During 1957 there was also an 11.1% in- 
crease in the total number of persons hospitalized 
with active tuberculosis in the facilities provided 
through the sanitarium district. The increase in the 
incidence of tuberculosis became evident during 
the last few months of 1957. The total number of 
persons hospitalized by the suburban tuberculosis 
district is higher than at any time during the last 
five-year period. Physicians may refer their patients 
to any of the six chest clinics of the district through- 
out suburban Cook County. Inquiries may be made 
through Dr. Edward A. Piszezek, Field Director, 
the Suburban Cook County Tuberculosis Sanitar- 
ium District, 7556 W. Jackson Blvd., Forest Park. 
Telephone: FOrest 6-5000. 


Chicago 

Dr. Atwood to Head Genetics Program.—Dr. Kim- 
ball Chase Atwood, of the Biology Division, Oak 
Ridge National Laboratory, Oak Ridge, Tenn., has 
been named to head the work in medical genetics 
at the University of Chicago. Dr. Atwood was re- 
search associate in zoology at Columbia University 
from 1947 to 1950. He has been senior biologist at 
the Oak Ridge National Laboratory since 1951. 


I. F. Volini Memorial Lectureship Fund.—Dr. John 
F. Sheehan, dean, Stritch School of Medicine of 
Loyola University, announces the establishment of 
a memorial lectureship fund in honor of Dr. Italo 
Volini, who was a member of the faculty for 30 
years and chairman of the department of medicine 
for 20 years preceding his death in 1950, Friends 
interested in supporting this lectureship are re- 
quested to send their contributions to the Office of 
the Dean, Stritch School of Medicine, 706 S. Wol- 
cott, Chicago 12. 


Home for Foundlings and Unwed Mothers.—The 
Chicago Foundlings Home presents to the unwed 
mother a protective, rounded maternity home serv- 
ice; temporary nursery care for the infants sur- 
rendered to the agency; and an adoption program 
for the mothers who wish to use it. Homemaking is 
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offered in lieu of a fee. It was founded in 1871 as 
a hospital for abandoned babies and mothers by 
the late Dr. George E. Shipman. On recommenda- 
tion of a physician, the home will accept expectant 
mothers at any stage of their pregnancy. Medical 
care can be arranged with neighboring clinics in 
accordance with the mother’s desire. A new home 
currently is being planned in the medical center 
which will be located at 1720 W. Polk St. Dr. Karl 
A. Meyer is president of the board of trustees. 


Researchers Awarded Honorary Degrees.—Three 
medical researchers have been awarded honorary 
doctor of science degrees by the University of Chi- 
cago: George W. Corner, member of the Rocke- 
feller Institute for Medical Research, New York 
City; Nicholson J. Eastman, chairman, department 
of obstetrics and gynecology, Johns Hopkins Medi- 
cal School, Baltimore; and Richard E. Shope, 
member of the Rockefeller Institute for Medical Re- 
search. Chancellor Lawrence A. Kimpton conferred 
the degrees. Dr. Corner has done research in em- 
bryology which led to detailed 
studies in the physiology of repro- 
duction and his isolation and puri- 
fication of progesterone, done in 
collaboration with Dr. Willard M. 
Allen. Dr. Eastman, who has con- 
centrated his work on the human 
fetus and the toxemias of preg- 
nancy has been chairman of the 
committee on maternal and child 
health services of the Children’s 
Bureau and of the Committee on 
Maternity Care of the World Health 
Organization. Dr. Shope has among 
his discoveries the virus of swine influenza and its 
complicated route of transmission, and two rabbit 
tumors produced by viruses. 


INDIANA 


Society News.—Dr. Stephen L. Johnson, Evansville, 
was named the first president of the permanent 
organization of the Indiana Society of Internal 
Medicine at an organizational meeting March 9. 
Dr. Sherman L. Egan, South Bend, was elected 
president-elect for 1959; Dr. William D. Province, 
Franklin, vice-president; Dr. E. Paul Tischer, In- 
dianapolis, secretary-treasurer; and Drs. Arthur B. 
Richter, Indianapolis, John F. Ling, Richmond, 
Robert B. Sanderson, South Bend, and George W. 
Willison, Evansville, councilors.——The officers of 
the Indiana Roentgen Society for the coming year 
are: president, Dr. Wallace D. Buchanan, South 
Bend; president-elect, Dr. John R. Lionberger Jr., 
South Bend; secretary-treasurer, Dr. Chester A. 
Stayton Jr., Indianapolis. Meetings are held twice 
a year, the first Sunday in May and during the fall 
meeting of the Indiana State Medical Association. 
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KANSAS 


Personal.—Dr. Lewis L. Robbins, chairman, psy- 
chotherapy research project, Menninger Founda- 
tion, Topeka, and secretary, American Psycho- 
analytic Association, has been appointed director 
of professional services of Hillside Hospital, Glen 
Oaks, N. Y., effective July 1, 1958. 


MICHIGAN 


New Headquarters for Wayne County Society.—On 
May 28 the Wayne County Medical Society moved 
to its new headquarters, the new David Whitney 
House, a_ two-story, air-conditioned, gray-brick 
building, located in an area which includes the 
Lafayette Clinic-Receiving Hospital, Memorial 
Hospital, the Kresge Eye Institute, and a planned 
medical library. The cost of the building, about 
$830,000, have been paid, but a 10-year loan has 
been arranged to pay for the furnishings, equip- 
ment, and parking area, costing about $150,000. 
The ground floor has an auditorium with a seating 
capacity of 417. The first floor has a dining room 


New Headquarters of the Wayne County Medical Society, Detroit. 


that can seat 300, and the executive offices are 
located on the second floor. Plans for the new head- 
quarters started in 1947 with the appointment of 
a building committee. In 1953 Gordon H. Scott, 
Ph.D., dean, Wayne State University Medical 
School, offered the society a free building site on 
the grounds of the school, and it was accepted. The 
ground-breaking ceremony was held Dec. 19, 1956, 
and the cornerstone was laid Oct. 4, 1957. The 
donors of the original headquarters, David Whitney 
House, specified that in case of sale the proceeds 
should be used for a new building to be known by 
the same name. 


Society News.—Officers of the Michigan Allergy 
Society elected for the coming year are Dr. Bernard 
Dickstein, Flint, president; Dr. Milton J. Stein- 
hardt, Detroit, vice-president; and Dr. Robert G. 
Lovell, Ann Arbor, secretary-treasurer.——The De- 
troit Dermatological Society has elected the follow- 
ing to office for the year 1958-1959: president, Dr. 
George B. Sexton, London, Ontario; president-elect, 
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Dr. Alice E. Palmer; secretary-treasurer, Dr. Alice 
E. Palmer; and recorder, Dr. Robert E. Burns.—— 
The 1958-1959 officers of the Michigan Society of 
Neurology and Psychiatry and the Michigan Dis- 
trict Branch of the American Psychiatric Associa- 
tion are as follows: president, Dr. Benjamin Baren- 
holtz, Detroit; president-elect, Dr. Ivan A. LaCore, 
Pontiac; secretary, Dr. Eugene J. Alexander, De- 
troit; and treasurer, Dr. John A. Belisle, Eloise. 


MINNESOTA 


Honor Eleven Emeritus Staff Members.—At cere- 
monies May 23 at the University of Minnesota, 
Minneapolis, president James Morrill paid tribute 
to the following men who, in recent months, have 
reached emeritus status on the staff of the Mayo 
Clinic and the faculty of the University: Dr. Virgil 
S. Counseller, Dr. Claude F. Dixon, Hiram E. 
Essex, Ph.D., William H. Feldman, M.S., Dr. Fred- 
erick A. Figi, Dr. Ralph K. Ghormley, Dr. Samuel 
F. Haines, Dr. Philip S. Hench, Dr. Richard M. 
Hewitt, Dr. Bayard T. Horton, and Dr. James F. 
Weir. The 11, who hold academic rank of professor 
or associate professor, represent a total of several 
hundred years to the university. Text of the cer- 
tificate for meriti reads in part: “The Regents and 
the President of the University of Minnesota, in 
recognition of devoted service, express their grati- 
tude and high esteem through the presentation of 
this Certificate of Merit... .” 


Dr. Robert Howard Succeeds Dr. Diehl as Dean.— 
Promotion of Dr. Robert B. Howard to be dean of 
the University of Minnesota’s college of medical 
sciences succeeding Dr. Harold S. Diehl, who 
retired June 30, has been announced. Dr. Howard 
has been associate dean since last fall when Dr. 
Dieh] took leave of absence to accept appointment 
with the American Cancer society as senior vice- 
president for research and medical affairs and 
deputy executive vice-president. Dr. Diehl had 
been dean since 1935. Dr. Howard was a teaching 
fellow in medicine at the university in 1945; in 
1948 he became an instructor in medicine, then was 
promoted to assistant professor, associate professor, 
and professor, the last promotion having been 
July 1. Continuing as assistant deans are Drs. N. L. 
Gault Jr., and Henry M. Cavert. Dr. Gault suc- 
ceeded Dr. Howard last fall as director of continu- 
ation medical education and will serve as a full- 
time assistant dean. 


NEW HAMPSHIRE 


Society News.—The New Hampshire Society of 
Anesthesiologists recently elected the following offi- 
cers: president, Dr. John F. Archibald, Plymouth; 
vice-president, Dr. Robert W. Ballantyne, Windsor, 
Vt.; and secretary-treasurer, Dr. Agnes V. Bartlett, 
Springfield, Vt. 
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NEW MEXICO 


State Medical Election—_The New Mexico Medical 
Society has elected the following new officers: 
president, Dr. James C. Sedgwick, Las Cruces; 
president-elect, Dr. Lewis M. Overton, Albuquer- 
que; vice-president, Dr. Allan L. Haynes, Clovis; 
councilor for District III], Dr. Guy Rader, Albu- 
querque; councilor, District VI, Dr. William J. 
Hossley Jr., Deming; delegate to A. M. A., Dr. Earl] 
L. Malone, Roswell; and alternate delegate, Dr. 
Samuel R. Ziegler, Espanola. 


Personal.—Dr. Henry C. Jernigan, director at large, 
National Tuberculosis Association Board of Direc- 
tors, has been appointed medical director of the 
Fort Staunton Tuberculosis Hospital, Fort Staunton. 


NEW YORK 


Grant for Radiation Therapy Center.—A John A. 
Hartford Foundation grant of $203,200 toward a 
$400,000 Radiation Therapy Center which the Uni- 
versity of Rochester will build for the Strong Me- 
morial Hospital at the universitys Medical Center 
has been announced. Completion of the project is 
expected early next year. The Hartford Foundation 
grant provides for purchase of equipment and pay- 
ment of part of the estimated $150,000 annual oper- 
ating costs of the center for three years. The uni- 
versity will provide a new building and pay the 
balance of the operating expenses. Director of the 
radiation center will be Dr. Philip Rubin, chief, 
division of radiation therapy. The Hartford Foun- 
dation, with offices in New York City, was founded 
by the late Mr. John A. Hartford, who was presi- 
dent of the Great Atlantic & Pacific Tea Company 
for many years. 


Society News.—The Radiological Society of the 
State of New York has elected the following off- 
cers: Dr. John F. Roach, of Loudonville, president 
and chairman of the section on radiology; Dr. Fred- 
erick H. Lutze, New Rochelle, vice-president; and 
Dr. Mario C. Gian, Buffalo, secretary-treasurer.—— 
At the annual meeting of the New York Academy 
of Gastroenterology the following officers were 
elected for 1958-1959: president, Dr. Milton J. 
Matzner, Brooklyn; president-elect, Dr. Michael 
Weingarten, New York City; first vice-president, 
Dr. Joseph R. Van Dyne, Forest Hills; second vice- 
president, Dr. Hyman M. Robinson, Brooklyn; sec- 
retary, Dr. Alexander Slanger, Brooklyn; recording 
secretary, Dr. Jerome Weiss, New York City; treas- 
urer, Dr. William C. Jacobson, New York City; and 
chairman, Board of Trustees, Dr. Harry Barowsky, 
New York City.——The New York Tuberculosis and 
Health Association, Inc., has moved its offices to 
260 Fourth Ave., New York 10. The new telephone 
is ORegon 3-3935. 
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Personal.—Dr. Edward C. Reifenstein Sr., former 
chairman, department of medicine, State University 
College of Medicine in Syracuse, was honored by 
physicians who trained under him at a testimonial 
dinner May 8.——Dr. Leonard D. Fenninger, assis- 
tant dean, University of Rochester School of Med- 
icine and Dentistry has been promoted to associate 
dean and associate professor of medicine and senior 
associate physician in Strong Memorial Hospital, 
effective July 1.——Jack M. Wolfe, Ph.D., chairman, 
department of anatomy, Albany Medical College, 
received an honorary doctor of science degree from 
his alma mater, Carson-Newman College, in Jeffer- 
son City, Tenn., May 30. 


New York City 

Gift for University Hospital.—The James Founda- 
tion of New York has made a gift of $110,000 to 
New York University-Belkevue Medical Center 
toward the construction of a 10-story, 600-bed 
University Hospital, on the center's campus. Con- 
tributions totaling $250,000 have been made by the 
James Foundation to the medical center since it 
began its development program in 1948. The cur- 
rent gift will release a similar amount of money 
from the Samuel H. Kress Foundation which has 
pledged 5 million dollars on a dollar-for-dollar 
matching plan toward the construction of the new 
hospital. 


Personal.—Dr. Raymond S. Jackson, associate pro- 
fessor of medicine, New York University Post- 
Graduate Medical School, has been appointed ad- 
ministrator of university hospital of NYU-Bellevue 
Medical Center, succeeding Mr. Franklin P. Iams, 
who will become administrator of the proposed 
Fairfax County Hospital in Virginia. Dr. Jackson is 
currently special assistant to the director of the 
medical center and coordinator of planning for a 
new 600-bed, 19-story University Hospital which 
he will administer when completed._—Dr. Theo- 
dore R. Miller spoke before the staff of the Ziv 
Hadassah Hospital in Jerusalem on May 19 on 
hepatic lobectomy.——Dr. Harry Bakwin, professor 
of clinical pediatrics, New York University—Belle- 
vue Medical Center, delivered the annual Otto A. 
Faust Lecture at Albany Medical College, May 15 
on “Research Approaches to Child Psychiatry.” The 
lecture honors Dr. Otto A. Faust, who is professor 
of pediatrics and a former chairman of the depart- 
ment at Albany Medical College.——Dr. Alexander 
W. Kruger, former manager, Brooklyn Veterans 
Administration Hospital, has been appointed Health 
Services Consultant of the National Committee on 
the Aging, a standing committee of the National 
Social Welfare Assembly. Recently, the committee 
received $500,000 from the Ford Foundation to 
expand its work. 
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NORTH CAROLINA 


Program at Duke to Train Medical Researchers.— 
Plans for a major educational program designed to 
produce physicians who are also skilled medical 
research scientists have been announced at Duke 
University by Dr. Wilburt C. Davison, dean of the 
School of Medicine. The program is planned pri- 
marily to train medical students and hospital resi- 
dent physicians in methods and use of research 
tools for scientific investigation. Financial support 
during the first three years of operation will come 
from combined grants totaling more than three- 
quarters of a million dollars. About $500,000 will 
be used to provide quarters and equipment for the 
program, while the remainder will cover salaries 
and operating expenses. The objective is to inten- 
sify training of physicians and to draw more doc- 
tors back into preclinical teaching and research. 
Facilities for the program will be housed in a new 
four-story addition to the Bell Medical Research 
Building at the Duke Medical Center. Construction 
will begin this summer and the first class of re- 
search students is scheduled to be admitted in 
July, 1959. Grants totaling $502,500 awarded for 
construction and equipping of the addition include: 


‘$215,000 from the National Institutes of Health, 


U. S. Public Health Service; $200,000 from the John 
and Mary R. Markle Foundation of New York; and 
$87,500 appropriated by the Duke University board 
of trustees. The faculty will include six full-time 
teacher-investigators who will be added to the 
medical center staff. The program will be geared to 
train some 20 students, who will integrate the re- 
search training with their regular four-year medical 
school curriculum; house staff physicians; and a 
small number of Ph.D. candidates in the preclinical 
sciences and nonmedical science departments. Se- 
lection will be based largely on “evidence of a 
research bent of an inquiring critical and original 
mind.” Priority will be given to Duke students. 
Members of the planning committee include Dr. 
Eugene A. Stead Jr., chairman, department of med- 
icine; Norman F. Conant, Ph.D., professor of my- 
cology; Dr. David T. Smith, chairman, microbiol- 
ogy department; and Joseph E. Markee, Ph.D., 
chairman, anatomy department. 


Personal.—The Professor Award of the University 
of North Carolina, Chapel Hill, was given to Dr. 
Hugh M. Hill, instructor in obstetrics and gyne- 
cology. This award is voted each year by the mem- 
bers of the senior class of the University of North 
Carolina School of Medicine to the professor who 
has contributed most to their education. The pres- 
entation was made by William Beckman of Chapel 
Hill, president of the class ——Dr. Arthur H. Lon- 
don Jr., Dr. Eugene P. Pendergrass, and Wesley C. 
George, Ph.D., were among six men presented 
Distinguished Service Awards by the University 
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of North Carolina School of Medicine recently. 
The annual awards, which were presented at the 
banquet held in connection with Medical Alumni 
Day, go to persons who have made “outstanding 
contributions to the field of medicine or the Uni- 
versity of North Carolina School of Medicine.” 


NORTH DAKOTA 

New Biochemical Research Laboratory.—Bids have 
been approved by the North Dakota Board of 
Higher Education for the construction of a $200,000 
biochemical research laboratory, to be located south 
of the University of North Dakota School of Medi- 
cine. The new laboratory was made possible by a 
$75,000 grant to Dr. William E. Cornatzer, head, 
department of biochemistry, from Mrs. Bertha Ire- 
land, of Grand Forks, after whom the laboratory 
will be named; $74,190 from the National Institutes 
of Health grant for research facilities; and the re- 
mainder from the state medical center. 


Society News.—The North Dakota Academy otf 
General Practice has elected the following officers: 
Dr. Alan K. Johnson, Williston, president; Dr. 
David G. Jaehning, Wahpeton, vice-president; and 
Dr. Richard D. Nierling, Jamestown, secretary- 
treasurer. The next annual meeting will be held 
Nov. 21-22 at Grand Forks. 


TENNESSEE 

State Medical Election.—Officers of the Tennessee 
State Medical Association for 1958-1959 are: presi- 
dent, Dr. James C. Gardner, Nashville; president- 
elect, Dr. Harmon L. Monroe, Erwin; vice-president, 
Dr. Bergein M. Overholt, Knoxville; vice-president, 
Dr. Hubert P. Clemmer, Milan; vice-president, Dr. 
John T. Moore Jr., Algood; secretary-editor, Dr. 
Rudolph H. Kampmeier, Vanderbilt Hospital, Nash- 
ville; and executive secretary, Mr. J. E. Ballentine, 
112 Louise Ave., Nashville 5. 


VIRGINIA 

Society News.—Officers of the Virginia Society of 
Ophthalmology and Otolaryngology for 1958-1959 
are: Drs. Calvin T. Burton, Roanoke, president; 
Maynard P. Smith, Richmond, president-elect; Wil- 
liam C. Anderson, Winchester, vice-president; and 
Marion K. Humphries Jr., 104 E. Market St., Char- 
lottesville, secretary-treasurer.——The Virginia So- 
ciety of Anesthesiologists has elected the following 
officers: president, Dr. Lewis E. Mangus, Alex- 
andria; vice-president, Dr. F. Willson Daily, Roa- 
noke; secretary-treasurer, Dr. Campbell Harris Jr., 
Richmond.——The Virginia Pediatric Society has 
elected the following officers: Dr. Harry D. Cox, 
Portsmouth, president; Dr. Robert H. Cox Jr., 
Lynchburg, vice-president; and Dr. O. Watts 
Booth, Newport News, secretary-treasurer. 
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GENERAL 


Fellowships for Heart Research.—Medical research 
scientists are invited to submit applications for 
grants from the American Heart Association for 
support of studies in the field of heart and blood 
vessel diseases, Dr. George C. Griffith, president of 
the Los Angeles County Heart Association, has 
announced, Applications will be for studies to be 
developed during the fiscal year beginning July 1, 
1959. The deadline for research fellowship applica- 
tions and established investigatorships is Sept. 15. 
Applications for grants-in-aid must be made by 
Nov. 1. These grants will be made by the American 
Heart Association from public contributions to the 
Heart Fund. 


Award for Urology Research.—The American Uro- 
logical Association offers an annual award of $1,000 
(first prize of $500, second prize $300 and third 
prize $200) for essays on the result of clinical or 
laboratory research in urology. Competition is lim- 
ited to urologists who have been graduated not 
more than 10 years, and to hospital internes and 
residents doing research work in urology. The first 
prize essay will be read at the meeting of the Amer- 
ican Urological Association, to be held at the Chal- 
fonte—Haddon Hall, Atlantic City, N. J., April 20-23, 
1959. For information write the Executive Secre- 
tary, William P. Dudusch, 1120 N. Charles St., 
Baltimore, Md. Essays must be received before 
Dec. 1. 


Bahamas Medical Conference.—The sixth Bahamas 
Medical Conference will be held at the British 
Colonial Hotel in Nassau Nov. 28-Dec. 18. The 
following will be participants: 

Drs. Charles H. Brown, George Crile Jr., and E. Perry Mc- 
Cullagh, Cleveland; Ethan A. Brown, William B. Castle, and 
George W. Thorn, Boston; James F. Dowd and Robert D. 
Woolsey, St. Louis; Helen F. Dunbar and Felix Wroblewski, 
New York City; George E. Farrar Jr., Richard K. Greenbank, 
and Marvin J. Seven, Philadelphia; Joseph F. Fazekas, 
Edward D. Freis, and Brig. Gen. Thomas E. Mattingly, 
Washington, D. C.; Irving Hirshleifer, Brooklyn; Vernon J. 
Kinross—Wright, Houston; Chauncey D. Leake, Ph.D., 
Columbus, Ohio; Alice I. Macaulay, Valhalla, N. Y.; James 
H. Mendel, Miami; I. Arthur Mirsky, Pittsburgh; John C. 
Saunders, Orangeburg, N. Y.; and Meyer Solomon, Chicago. 


Special rates for participants and their families 
may be obtained by writing to the manager of the 
British Colonial Hotel. For information write Dr. 
B. L. Frank, 23 E. 79th St., New York 21. 


New Medical Journal.—The first issue of Diseases 
of the Colon & Rectum, sponsored by the American 
Proctologic Society, was the January-February is- 
sue. Dr. Louis A. Buie Sr., Rochester, Minn., is the 
editor-in-chief, and Dr. Harry E. Bacon, Philadel- 
phia, the executive editor. The journal will contain 
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_articles “pertaining to diseases of the colon, rectum 
and anal canal . . . papers devoted to basic research 
in metabolism, pathology, virology, radiology, and 
the clinical practice of medicine and surgery .. . 
[and] abstracts of medical literature.” Members of 
the editorial board are: Drs. Bacon and Garnet W. 
Ault, Washington, D. C.; Walter A. Fansler, Minne- 
apolis; Warren W. Green, Toledo, Ohio; Merrell O. 
Hines, New Orleans; A. W. Martin Marino, Brook- 
lyn; Jerrold P. Nesselrod, Evanston, Il.; Hyrum R. 
Reichmann, Salt Lake City; Stuart T. Ross, Garden 
City, N. Y.; Robert J. Rowe, Dallas, Texas; Robert 
A. Scarborough, San Francisco; and Neil W. Swin- 
ton, Boston. Annual subscription price is $12. 


Grants for Orthopedic Research.—The Orthopaedic 
Research and Education Foundation, Chicago, has 
approved grants totaling more than $10,000 to the 
following: 

Dr. Joseph M. Janes for work at Mayo Clinic, Rochester, 
Minn., on “Inducing Osteogenetic Sarcoma.” 

Dr. Donald H. O'Donoghue for work at The University of 
Oklahoma Medical Center, Oklahoma City, on “Histologi- 
cal and Clinical Analysis of the Reparative Process Taking 
Place in Injured Ligaments of the Knee in Dogs.” 

Dr. Alvira O. Sabanas for work at Northwestern University 
and the Armour Institute, Chicago, on “A Knee Joint 
Prosthesis of Teflon and Steel.” 

Dr. Bertram M. Kummel for work at Newark Beth Israel Hos- 
pital, Newark, N. J., on “An Evaluation of the Gallstadius 
Experiment.” 

Dr. Kirk J. Anderson for work at University of Washington 
School of Medicine, Seattle, on “The Effect of Particle Size 
of the Homogenous Bone Transplant on the Host Tissue 
Vascular and Inflammatory Reaction.” 

Dr. Charles F. Gregory for work at University of Texas South- 
western Medical School, Dallas, on “Immune Response and 
Inductor Capacity of Homologous Fetal Bone Transplants.” 


Institute for Medical Communication.—The Insti- 
tute for Advancement of Medical Communication, 
a nonprofit organization chartered March 12 under 
the laws of New York State, was formed to develop 
ways to increase the efficiency of information ex- 
change among medical scientists, educators, and 
physicians. The institute hopes to devise and test 
methods of disseminating medical information 
which promise advantages over those in use and to 
serve as an information center for medical organi- 
zations with communication problems. The work 
will be financed by grants from private foundations 
and agencies, private and federal, which support 
medical research. The charter members of the 
board of directors are Chauncey D. Leake, Ph.D., 
professor of pharmacology, College of Medicine, 
Ohio State University; Homer W. Smith, Sc.D., 
professor of physiology, New York University Col- 
lege of Medicine; and Dr. Irving $. Wright, profes- 
sor of clinical medicine, Cornell University. Dr. 
Richard H. Orr, assistant editor of Metabolism, will 
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serve as executive director. An advisory board is 
being selected. Temporary headquarters of the 
institute are at 37 E. 67th St., New York 21. Infor- 
mation may be obtained by writing Dr. Orr. 


Prevalence of Poliomyelitis—According to the Na- 
tional Office of Vital Statistics, the following num- 
ber of reported cases of poliomyelitis occurred in 
the United States, its territories and possessions 
in the weeks ended as indicated: 


June 21, 1958 


22, 
Paralytie Total 1957 
Area Type Cases Total 
New Engiand States 
Middle Atlantic States 
East North Cen-ral Staies 
West North Central States 
4 
South Atlantic States 
District of Columbia .. . ........ 
2? 2 3 
East South Central States 
West South Central States 
Mountain States 
Pacific States 
Territories and Possessions 
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Society News.—Officers elected to the American 
Pediatric Society are as follows: Dr. Joseph Stokes 
Jr., Philadelphia, president; Dr. William L. Brad- 
ford, Rochester, N. Y., vice-president; Dr. Aims C. 
McGuinness, Washington, D. C., secretary-treasurer; 
and Dr. Robert J. McKay Jr., Burlington, Vt., re- 
corder (editor). The 1959 meetings of the society 
(May 6-8) and the Society for Pediatric Research 
(May 8-9) will be held at The Inn, Buck Hill 
Falls, Pa.——The American Federation for Clinical 
Research has installed the following officers: presi- 
dent, Dr. Albert I. Mendeloff, Baltimore; vice- 
president, Dr. William W. Stead, Gainesville, Fla.; 
secretary-treasurer, Dr. George E. Schreiner, 
Georgetown University Medical Center, Washing- 
ton 7, D. C.——At the sixth annual meeting of the 
Association of University Radiologists the following 
were elected: Dr. David M. Gould, Little Rock, 
Ark., president; Dr. Ernest H. Wood, Chapel Hill, 
N. C., president-elect; and Dr. Paul A. Reimen- 
schneider, Syracuse, N. Y., secretary-treasurer. The 
seventh annual meeting will be held in Atlanta, 
Ga., in the spring of 1959.-—The New England 
Roentgen Ray Society has elected the following 
officers: president, Dr. Felix G. Fleischner, Boston; 
president-elect, Dr. Stanley M. Wyman, Boston; 
vice-president, Dr. James R. Lingley, Worcester, 
Mass.; treasurer, Dr. Lloyd E. Hawes, Boston; and 
secretary, Dr. John E. Gary, Brookline, Mass. 


World Medical Association Meets in Denmark in 
August.—The 12th General Assembly of the World 
Medical Association will be held Aug. 15-20 at the 
Parliament House, Copenhagen, Denmark, under 
the patronage of His Majesty, Frederick IX, King 
of Denmark. The program includes the following 
special topics: health education of the public; 
problems of doctors in hospitals and polyclinics; 
the health team and the challenge of world unity; 
nuclear radiation and the health education of the 
public. Topics arranged for the scientific program 
are as follows: 

The Danish Program of Cancer Control and Eradication, 
Prof. Dr. Jens E. Meulengracht, president, Danish Anti- 
Cancer Association. 

Treatment to Reduce Mortality from Toxic Effects of Soporific 
Drugs, Dr. Alfred J. C. C. Clemmesen, chief, psychiatric 
department, Bispebjerg Municipal Hospital, Copenhagen. 

Permanent Sequela from Malnutrition, Dr. Jorn C. H. Thay- 
sen, medical department A, Rigshosphitalet, Copenhagen. 


A medical editors’ meeting under the topic, “Med- 
ical Publications as a Responsibility of the Medical 
Associations,’ is planned. Medical motion pictures 
will be shown at the International Film Exhibition 
at which Drs. Arthur L. Abel, London, England, 
and Malcolm R. Hill, of Los Angeles, will introduce 
their own pictures. Excursions, hospital and clinic 
visits, and a special ladies program are arranged. 
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Registration fee is $15 for each member and $10 
for each family member. For information write the 
World Medical Association, 10 Columbus Circle, 
New York 19. 


FOREIGN 
Microbiology Congress in Stockholm.—The 1958 
meeting of the International Congress for Micro- 
biology, under the auspices of the International 
Association of Microbiological Societies, will be held 
Aug. 4-9 at the Royal Institute of Technology, 
Stockholm, Sweden, with His Majesty the King 
of Sweden as patron. Papers will be presented at 
six sections under the following divisions: micro- 
bial physiology and genetics, microbial chemistry, 
immunology, virology, human and veterinary bac- 
teriology, and industrial microbiology. Included 
will be six symposiums with the following titles 
and moderators: 

Recombination Mechanisms in Bacteria, Joshua Lederberg, 
Ph.D., Madison, Wis. 

Role of Protein in Nucleic Acid Synthesis and Role of Nucleic 
Acid in Protein Synthesis, Prof. Arne W. K.  Tiselius, 
Uppsala, Sweden. 

Tissue Specific Antibodies, Dr. Ernest Witebsky, Buffalo, 
N. Y 


Latent and Masked Virus Infections, Dr. Christopher H. 
Andrewes, London, England. 

Germfree Animals, Floyd §. Daft, Ph.D., Bethesda, Md. 

Continuous Culture Methods and Their Application, Delbert 
W. Henderson, Ph.D., Davis, Calif. 


Papers will be read in English, French, or German, 
with no simultaneous translation. An excursion to 
Uppsala including a reception is planned. A scien- 
tific and trade exhibition is arranged. For informa- 
tion write Dr. C. G. Henden, Bakteriologiska 
Institutionen, Karolinska Institute, Stockholm, 
Sweden. 


International Congress on Chest Diseases in Tokyo. 
—The fifth International Congress on Diseases of 
the Chest, sponsored by the Council on Interna- 
tional Affairs of the American College of Chest 
Physicians and presented under the patronage of 
the Government of Japan and the Japan Science 
Council, will be held Sept. 7-11 in Tokyo with the 
Honorable Nobusuke Kishi, Prime Minister of 
Japan, serving as honorary president. Over 140 
papers are scheduled to be presented at 14 sessions. 
A symposium, “Fungus Infections” will have as 
participants Howard W. Larsh, Ph.D., and Dr. 
Michael L. Furcolow, Kansas City, Kan., and Dr. 
William A. Winn, Springville, Calif. The program 
includes the following panel discussions and 
moderators: 
Tuberculosis, Dr. Hastings H. Walker, Honolulu, Hawaii. 
Cardiopulmonary Function, Dr. Noboru Kimura, Fukuoka, 
apan. 
PR ae Disease, Dr. John F. Briggs, St. Paul, Minn. 
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Benign and Malignant Tumors of the Chest, Dr. Donato G. 
Alarcon, Mexico City, Mexico. 

Aviation Medicine, Dr. Burgess L. Gordon, Albuquerque, 
N. M. 


Twenty-seven fireside conferences are planned. 
The congress banquet will be held Sept. 10 at the 
Tokyo Kaikan. A program of social activities is 
arranged, For information write Dr. Andrew L. 
Banyai, Council on International Affairs, American 
College of Chest Physicians, 112 E. Chestnut St., 
Chicago. 


CORRECTION 


Diagnostic Problem.—In the Diagnostic Problem in 
THe JournaL May 31, 1958, page 580, entitled 
“Fever, Cough, and Pain in Right Lower Costa] 
Region,” Dr. Daniel S. Kushner writes that the 
next to the last sentence should have read as fol- 
lows: “From 10 to 30% of these abscesses involve 
the diaphragm, resulting in empyema, or pul- 
monary abscess, drained by a bronchus. Abscess 
near the lower surface of the liver may rupture 
into the peritoneal cavity, colon, gallbladder, or 
through the abdominal wall.” 


EXAMINATIONS 
AND 
LICENSURE 


MEDICAL SPECIALTY BOARDS 


AMERICAN BOARD OF ANESTHESIOLOGY: Oral Examination. 
San Francisco, Sept. 29-Oct. 3, and Phoenix, April 5-10, 
1959. The 1959 written examination will be given in 
various locations in the United States and Canada, July 17. 
The final date for filing application for the 1959 written 
examination is six months prior to the examination. There 
is no filing deadline for oral examinations. Sec., Dr. Curtiss 
B. Hickcox, 217 Farmington Ave., Hartford 8, Conn. 

AMERICAN Boarp OF DERMATOLOGY: Written. Several Cities, 
June 30. Oral. Detroit, Oct. 17-19. Final date for filing 
all applications is April 1. Sec., Dr. Beatrice Maher Kesten, 
One Haven Ave., New York 32. 

AMERICAN BOARD OF INTERNAL MeEpiICINE: Written. Oct. 20, 
1958. Oral. Chicago, Oct. 13-16, Sec.-Treas., Dr. William A. 
Werrell, One West Main St., Madison 3, Wis. 

AMERICAN BOARD OF NEUROLOGICAL SURGERY: Examination 
given twice annually, in the spring and fall. In order to 
be eligible a candidate must have his application filed at 
least six months before the examination time. Sec., Dr. 
Leonard T. Furlow, Washington University School of 
Medicine, St. Louis 10. 

AMERICAN BOARD OF OBSTETRICS AND GYNECOLOGY: Appli- 
cations for certification, new and reopened, Part I, and 
requests for re-examination Part II, are now being ac- 
cepted. All candidates are urged to make such application 
at the earliest possible date. Deadline date for receipt of 
application is September 1, 1958. No application can be 
accepted after that date. It should be noted by prospec- 
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tive candidates that the deadline date in 1959 is August 1. 
Sec., Dr. Robert L. Faulkner, 2105 Adelbert Road, 
Cleveland 6. 

AMERICAN BoarpD OF OPHTHALMOLOGY: Written, qualifying 
test (Part 1), January 1959. Final date for filing applica- 
tion is July 1, 1958. Oral Examinations 1958 (Part II): 
Chicago, Oct. 17-22. Sec., Dr. Merrill J. King, Box 286, 
Cape Cottage Branch, Portland, Maine. 

AMERICAN BOARD OF ORTHOPAEDIC SuRGERY: Part II. Chi- 
cago, Jan. 21-23, 1959. Deadline for receipt of applications 
is Aug. 15. Sec., Dr. Sam W. Banks, 116 South Michigan 
Avenue, Chicago 3. 

AMERICAN BoarbD OF OTOLARYNGOLOGY: Oral. Chicago, Oct. 
6-10. Final date for filing application was April 30. Sec., 
Dr. Dean M. Lierle, University Hospitals, lowa City. 

AMERICAN Boarp OF PATHOLOGY: Chicago, Oct. 30-Nov. 1. 
Final date for filing application is Sept. 30. Sec., Dr. Ed- 
ward B. Smith, Indiana University Medical Center, 1100 
W. Michigan St., Indianapolis 7. 

AMERICAN Boarp OF Pepiatrrics: Oral. Chicago, Oct. 24-26 
and New York, Dec. 5-7. Sec., Dr. John McK. Mitchell, 
6 Cushman Road, Rosemont, Pa. 

AMERICAN BoarbD OF PLastic SurcerRy: Oral and Written. 
Chicago, Oct. 9-11. Final date for receipt of case re- 
ports is July 1. Corresponding Secretary, Mrs. Estelle E. 
Hillerich, 4647 Pershing Ave., St. Louis 8. 

AMERICAN BOARD OF PREVENTIVE MEpDICINE: Examination in 
Public Health. St. Louis, Oct. 24-26. Final date for filing 
application is Aug. 15. Sec., Dr. Thomas F. Whayne, 3438 
Walnut St., Philadelphia 4. 

AMERICAN BoarD OF ProctoLocy: Oral and Written, Parts 
I and II. September 1958. Final date for filing application 
is March 15. Sec., Dr. Stuart T. Ross, 520 Franklin Ave., 
Garden City, N. Y. 

AMERICAN BOARD OF PSYCHIATRY AND NEUROLOGY: New 
York City, Dec. 15-16; New Orleans, Mar. 16-17. Training 
credit for full time psychiatric and/or neurologic assign- 
ment in unapproved military programs or services between 
the dates of Jan. 1, 1950 and Jan. 1, 1954 will be termi- 
nated on Jan. 1, 1959. Sec., Dr. David A. Boyd, 102-110 
Second Ave. S. W., Rochester, Minn. 

AMERICAN Board oF RapioLocy: Regular Examination. 
Washington, D. C., Dec. 8. Final date for filing application 
was July 1. Special examination in Nuclear Medicine for 
those diplomates in Radiology or Therapeutic Radiology. 
Washington, D. C., Dec. 6. Final date for filing application 
is Oct. 1. Special Examination. Cincinnati, Mar. 16-19, 
1959. Final date for filing application is Nov. 1. Candi- 
dates completing training June 30, 1959 are not eligible 
for the Spring 1959 examinations. Sec., Dr. H. Dabney 
Kerr, Kahler Hotel Bldg., Rochester, Minn. 

AMERICAN BOARD OF SURGERY: Written examinations ( Part 
I) will be held at various centers in the United States, 
Canada, Hawaii, Puerto Rico, and certain military centers 
abroad on December 3. The date of the Fall examination 
in Part I has been changed from the last Wednesday of 
October as announced in its current Booklet of Informa- 
tion to December 3, 1958. Thereafter, examinations in 
Part I will be held once annually, on the first Wednesday 
of December. The closing date for filing applications will 
be August 1. Part II. Baltimore, March 10-11. Sec., Dr. 
John B. Flick, 1617 Pennsylvania Blvd., Philadelphia 3. 

Boarp oF THoRACIC SurGERY: The fall written examination 
will be given in September 1958 and closing date for 
registration is July 1. Registration for the fall oral ex- 
amination closes July 1. 

AMERICAN Boarb OF UROLOGY: Written Examination. Twen- 
ty-five cities throughout the country, Dec. 5. The oral- 
will be given in Chicago in February 1959. Sec., Dr. 
William Niles, Wishard, Jr., 30 Westwood Road, 
Minneapolis 26. 
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Conference on Space Medicine.—European experts 
on problems of space flight have accepted invita- 
tions to a symposium on the physics and medicine 
of the atmosphere and space, to be held at the 
Hilton Hotel in San Antonio, Texas, Nov. 10-12. 
The international discussion will be sponsored by 
the U. S. Air Force School of Aviation Medicine 
and conducted by the Southwest Research Insti- 
tute of San Antonio. 

Among those from abroad who have accepted 
invitations are Marcel Nicolet, of the Meterological 
Institute of Belgium in Brussels, secretary of the 
worldwide organization collecting data for the In- 
ternational Geophysical Year, who will speak on 
solar radiation: Walter Dieminger, head of the Max 
Planck Institute for lonosphere Research in Lindau, 
Germany; Jacob Eugster, University of Zurich, 
Switzerland, known for research on medical eftects 
of cosmic radiation; L. R. Shepherd, London, presi- 
dent of the British Interplanetary Society; Gerard 
de Vaucouleurs, of the Astrophysical Institute of 
Paris, renowned for his studies of Mars; and Al- 
berto Hurtado, director, Institute of Andean Biol- 
ogy in Lima, Peru. 

Many distinguished American scientists have ac- 
cepted invitations to the symposium, the co-chair- 
men of which will be Major Gen. Otis O. Benson 
Jr., commandant of the U. S. School of Aviation 
Medicine, and his advisor on space research, Dr. 
Hubertus Strughold. 


Consultants Visit Alaska Installations.—Drs. Leroy 
A. Calkins of the University of Kansas Medical 
Center, an Air Force national consultant in obstet- 
rics and gynecology, and Benjamin H. Balser of New 
York City, a national consultant in psychiatry, re- 
cently visited Air Force medical installations in 
Alaska, in line with the surgeon general's policy to 
provide advice on problem cases and conduct lec- 
tures and teaching sessions at medical installations. 


Personal.—Col. Paul A. Campbell has been as- 
signed for duty to the School of Aviation Medicine, 
Randolph Air Force Base, Texas, to take charge 
of an expanding space medicine division. This is 
Colonel Campbell’s third assignment with the 
School of Aviation Medicine. The new division of 
space medicine which Colonel Campbell heads is 
an extension of the department of space medicine 
that Dr. Hubertus Strughold created at the school 
in 1949.~—Col. Raymond T. Jenkins has been as- 
signed to the surgeon general's office as Deputy 
Director of Plans and Hospitalization, replacing 
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Col. Geoffrey P. Wiedeman, M.C., who is now 
assigned as surgeon of the Atlantic Division of the 
Military Air Transport Service, McGuire Air Force 
Base, New Jersey. 


ARMY 


Influenza Immunization Program Announced.— 
The surgeon general's office has announced that a 
new polyvalent influenza vaccine giving protection 
against Asian, Swine, A, A’, and B strains of the 
disease will be administered during October, 1958, 
to all U. S. Army personnel on active duty. 

In addition to those vaccinated in October, 1958, 
all personnel who enter on active duty in the Army 
prior to Aug. 1, 1959 (including those on active 
duty for training for periods in excess of 30 days), 
will receive the vaccine. Vaccination on a voluntary 
basis will be offered in overseas areas to those 
dependents of U. S. military personnel and those 
civilian employees of the military services and their 
dependents for whom Army medical facilities have 
logistic responsibility. 

The new vaccine will be given as a single 1-ce. 
subcutaneous injection to servicemen and to all 
others aged 13 and over. Children aged 6 through 
12 may be given two subcutaneous doses of 0.5 ce. 
each at an interval of one week. Vaccination of 
children younger than 6 years is not usually recom- 
mended as a routine procedure, though if vaccina- 
tion is indicated, children 3 months through 5 
years may be given two 0.1 cc. doses intradermally 
one week apart. 


Personal.—_In a graduation ceremony at Brooke 
Army Medical Center, June 13, the Skinner Medal 
was presented to Capt. Clarke Turner Harding Jr., 
of Hillside, N. J. The Skinner Award is presented 
annually to the medical officer with the highest 
scholastic rating in each company-level course for 
career officers.——Col. Louis H. Jobe Jr., chief, Pro- 
fessional Services Division, was cited for meritori- 
ous service by the Fifth U. S. Army Surgeon, in a 
ceremony, June 16, at Army headquarters in Chi- 
cago. Colonel Jobe is leaving shortly for assign- 
ment as chief of the Medical Section with the 
U. S. Army element of the Military Assistance 
Group in Taiwan. 


VETERANS ADMINISTRATION 


Personal.—Dr. George J. Weinstein, chief, mental 
hygiene clinic at the VA New York City regional 
office, has been transferred to Washington, D. C., 
as chief of VA outpatient psychiatry, succeeding 
Dr. Raymond Feldman, who has joined the Na- 
tional Institutes of Health. 
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NAVY 


Personal._Rear Adm. Edward C. Kenney, M. C., 
was the recipient, on June 9, of the honorary de- 
gree of Doctor of Science at Denison University, 
Granville, Ohio, where he received his bachelor of 
science degree before entering the Medical Col- 
lege of the University of Cincinnati. Admiral Ken- 
ney, who is now on duty in the Bureau of Medicine 
and Surgery, is a Diplomate of the American Board 
of Internal Medicine. 


PUBLIC HEALTH SERVICE 


New Assistant Surgeons General.—Surgeon General 
Burney announced June 16 the appointment of Dr. 
John C. Cutler as assistant surgeon general for 
program in the office of the surgeon general, effec- 
tive July 1. Dr. Cutler has been assistant director 
of the National Institute of Allergy and Infectious 
Diseases since Jan. 1. In his new post, he will suc- 
ceed Dr. Arnold B. Kurlander who has been named 
deputy chief of the Service’s Bureau of Medical 
Services. 

Dr. Cutler was commissioned in the Regular 
Corps of the Public Health Service in 1942. In 
1946, the Pan American Sanitary Bureau requested 
his assignment in connection with a venereal dis- 
ease control study in Guatemala. 

Following this detail, the World Health Organ- 
ization requested his services to direct a venereal 
disease control demonstration team in Simla, India. 
He returned to the United States, in 1949, to be- 
come chief of technical aids and services of the 
Public Health Service's Venereal Disease Control] 
Division. He was assigned to the Office of the Chief 
of the Bureau of State Services, in 1954, as Program 
Officer in charge of the planning and evaluation 
of the Bureau's specific disease control programs 
and three years later became Chief Program Off- 
cer for the Bureau. He held this position until his 
assignment to the National Institute of Allergy and 
Infectious Diseases. 

M. Allen Pond has received a_ promotion 
to the rank of assistant surgeon general, effec- 
tive June 15. Mr. Pond has been on detail from 
the Public Health Service to the Office of the Secre- 
tary of Health, Education, and Welfare since 1953. 
He received the degree of master in public health 
from Yale where he became assistant professor of 
public health. He was assistant chief sanitary en- 
gineering officer and chief, Division of Engineering 
Resources of the Public Health Service, from 1948 
to 1951, when he became coordinator of the com- 
munity facilities activities, retaining the latter post 
until assigned to the Office of the Secretary. 

Mr. Pond is an elective member of the governing 
council of the American Public Health Association, 
and has been president of the Yale Alumni in Pub- 
lic Health. 
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Conference on Training in Public Health Work.— 
Sixty-five representatives of professional and edu- 
cational groups will attend a conference on public 
health training in Washington, D. C., July 28-30, 
under the sponsorship of the Public Health Serv- 
ice. Dr. Berwyn F. Mattison, executive secretary, 
American Public Health Association, will be chair- 
man of the meeting. Dr. Malcolm H. Merrill, di- 
rector, California Department of Public Health, 
will summarize conference conclusions. 

The meeting will review responsibilities of local, 
state, and federal agencies for the training of public 
health personnel. The Health Amendments Act of 
1956 requires that a national conference be held to 
assist the surgeon general of the Public Health 
Service in evaluating the public health traineeship 
program authorized by the act. The act also re- 
quires the surgeon general to make an evalua- 
tion report to Congress by Jan. 1, 1959. The pur- 
pose of the traineeship program is to help allevi- 
ate the acute shortage of trained personnel in pub- 
lic health agencies. Under the act, the Public 
Health Service awards traineeships to individuals 
and makes training grants to schools offering grad- 
uate courses in public health. From August, 1956, 
through April, 1958, almost 1,000 persons received 
graduate training in public health through this 
program. 


Poliomyelitis.—The Public Health Service an- 
nounced in its Morbidity and Mortality Weekly 
Report of June 6, that the incidence of poliomye- 
litis increased from an average of about 15 cases 
per week in April to about 27 in May. However, 
incidence of total cases and paralytic cases con- 
tinued to be less than half of that for the same 
period last year. The proportion of paralytic cases 
was about the same in the first nine weeks of the 
current poliomyelitis disease year as it was in 
the same period of 1957, namely, about 45% of the 
paralytic cases reported since April 1 were in the 
South Atlantic and South Central States. The 
greater concentration of cases in southern states is 
normal for this season of the year. Twenty-four per 
cent of the total cases and 22% of the paralytic 
were in the Mountain and Pacific States. The re- 
mainder, 19% of the total cases and 10% of the 
paralytic, were reported in the New England, Mid- 
dle Atlantic, and North Central States. Within 
these three large areas the proportion of cases re- 
ported as paralytic was 53, 43, and 24% respec- 
tively. Since April 1, there have been no localized 
concentrations of cases which would suggest epi- 
demic prevalence. 


Study on Techniques of Health Examinations.— 
Special health examinations were conducted June 
9-21 by the Public Health Service and Georgetown 
University Medical Center in a pilot study for the 
National Health Service in three specially equipped 
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trailers. Persons examined were selected to assure 
a widely representative sample of the local popula- 
tion. The local study is the first of several designed 
to perfect the techniques of giving a special health 
examination in a uniform way in many areas, both 
urban and rural. The health survey is engaged in 
a continuing nationwide household interview pro- 
gram. The examining procedure is designed to col- 
lect comparable information on all the individuals 
in the group, both the sick and well. It is not a 
complete medical examination but will determine 
the presence or absence of a limited number of 
diseases and will obtain certain measurements such 
as height, weight, and blood pressure level. Dr. 
Alice M. Waterhouse, medical advisor to the U. S. 
National Health Survey, was the project officer for 
the Public Health Service. Dr. Basil Blumenthal, 
director of the Georgetown University hospital out- 
patient department, was the project director for the 
Georgetown University Medical Center. 


Aid for India’s Sanitation Problems.—The Public 
Health Service announces that Maurice LeBosquet 
has been assigned to the International Cooperation 
Administration as chief sanitary engineer of the 
Technical Cooperation Mission to India, one of the 
largest Point IV Missions established by the United 
States at the request of the governments of nearly 
60 countries. 

Mr. LeBosquet, with headquarters in New Delhi, 
will assist in dealing with environmental sanitation 
problems, particularly those relating to water sup- 
ply and water pollution control. A commissioned 
officer of the Public Health Service since 1936, for 
the past three years he has been assistant chief of 
the Water Supply and Water Pollution Control 
Program for interagency activities. He has super- 
vised many cooperative investigations with the 
U. S. Army Corps of Engineers, on the effects of 
flood control reservoirs and other river develop- 
ments on water pollution problems. He has made 
studies of 15 of the principal rivers of the United 
States. At the time of his new assignment he was 
the staff representative of HEW on the Federal 
Inter-Agency Committee on Water Resources. 


The Taft Sanitary Engineering Center.—The Pub- 
lic Health Service’s Robert A. Taft Sanitary Engi- 
neering Center at Cincinnati, established in 1954, 
was developed from the Stream Pollution Investi- 
gation Center set up in 1913. The center, said to 
be the only facility of its kind, is designed for 
research, technical services, and training in water 
supplies, water pollution control, sewage and in- 
dustrial waste disposal, radiologic health, air pollu- 
tion, and milk and food sanitation. It has been 
under direction of Mr. Harry G. Hanson since its 
establishment. Mr. Hanson, who was commissioned 
in 1942, was recently promoted to the rank of 
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assistant surgeon general, an action which, Sur- 
geon General Burney says, reflects the expanding 
sanitary engineering research activities in the PHS 
and in state and nongovernmental research or- 
ganizations. 


CHILDREN’S BUREAU 


The 1960 White House Conference.—Marion B. 
Folsom, Secretary of Health, Education, and Wel- 
fare, has invited state governors to appoint special 
committees and begin preparations for a national 
and state-by-state stocktaking on problems of chil- 
dren and youth. This is the second major step in 
starting the machinery for the 1960 White House 
Conference on Children and Youth. President Ei- 
senhower has announced that the conference would 
be held in March, 1960, and has asked Secretary 
Folsom to make the necessary preparations. Such 
a conference has been held every 10 years since 
President Theodore Roosevelt convened the first 
meeting in 1909. 

For some time, officials of the Children’s Bureau, 
the focal point in the federal ‘government for initi- 
ating plans for the conference, have been consult- 
ing with officials of national organizations and oth- 
ers on a theme for the meeting. Suggestions de- 
veloped in these discussions, Mr. Folsom said, will 
be passed on to the national advisory committee, 
which will select the conference theme and be re- 
sponsible for the direction of the conference. 


DEPARTMENT OF HEALTH, EDUCATION, 
AND WELFARE 


Appoint New Secretary of HEW.—Arthur S. Flem- 
ming, 53-year-old president of Ohio Wesleyan 
University, is the new secretary of Health, Educa- 
tion, and Welfare, succeeding Marion B. Folsom, 
who has held the post since 1955, but who resigned 
for reasons of health. Mr. Flemming has been con- 
nected with colleges or federal agencies and _ pro- 
grams most of his adult life. He was appointed to 
the Civil Service Commission in 1939. Between 
1941 and 1945 he served, sometimes concurrently, 
as chief of the labor supply division in the Office 
of Production Management, on the Navy Manpower 
Survey Board, and as chairman of the management- 
labor policy committee of the War Manpower Com- 
mission. He joined the office of Defense Mobiliza- 
tion in 1951 as acting director and later became 
director. 

His knowledge in the field of government organi- 
zation was widely recognized even before he be- 
came a member of the Committee on Organization 
of the Executive Branch of Government (Hoover 
Commission). He has been an active member of 
the National Council of Churches and is the first 
layman to be named president of Ohio Wesleyan, 
a Methodist institution. 
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DEATHS 


Banks, George Thomas ® Fairmount, Ga.; Chatta- 
nooga (Tenn.) Medical College, 1907; physician for 
the Louisville and Nashville Railroad Company; 
died April 26, aged 80. 


Beshoar, Ben B. ® Trinidad, Colo.; Kansas City 
(Mo.) Medical College, 1903; veteran of World War 
I; county coroner; for many years member of the 
board of health of Colorado, and postmaster of 
Trinidad; past-president of the school board; at 
one time chief surgeon for the United Mine Work- 
ers; surgeon-in-chief of the Sons of Confederate 
Veterans; died in Denver May 1, aged 75, of shock, 
following an operation. 


Bowles, John Herschel ® Muncie, Ind.; Rush Medi- 
cal College, Chicago, 1925; served as secretary of 
the city board of health; on the staff of the Ball 
Memorial Hospital; died May 3, aged 59, of frac- 
ture of the cervical spine due to a fall. 


Brumback, Lynn Hamilton ® Hagerstown, Md.; 
University of Maryland School of Medicine and 
College of Physicians and Surgeons, Baltimore, 
1920; specialist certified by the American Board of 
Surgery; fellow of the American College of Sur- 
geons; chief, department of surgery, Washington 
County Hospital, where he died May 7, aged 62, 
of acute coronary occlusion. 


Cline, Gerald Morris ® Bloomington, Ill.; born in 
Le Roy, IIl., May 31, 1896; University of Illinois 
College of Medicine, Chicago, 1920; clinical asso- 
ciate professor of pediatrics at his alma mater; 
specialist certified by the American Board of Pedi- 
atrics; member of the American Academy of Pedi- 
atrics and past-president of the Illinois chapter; 
fellow of the American College of Physicians; vet- 
eran of World War I; served on the advisory board 
of the division of handicapped children, state de- 
partment of welfare, and a member of the Illinois 
Commission for Handicapped Children; medical 
director of the Illinois Soldiers’ and Sailors’ Chil- 
dren’s School Hospital in Normal; associated with 
the St. Joseph’s and Mennonite hospitals in Bloom- 
ington and Brokaw Hospital in Normal; died in 
Fort Lauderdale, Fla., May 17, aged 61, of coronary 
thrombosis. 


Crump, James Emmet, Winter Haven, Fla.; Georgia 
College of Eclectic Medicine and Surgery, Atlanta, 
1906; served as member and president of the state 
board of medical examiners; died in the Winter 
Haven Hospital April 26, aged 80, of gastric ulcer. 


@ Indicates Member of the American Medical Association. 


Darnell, Samuel Irwin, Easton, Pa.; Hahnemann 
Medical College and Hospital of Philadelphia, 
1908; on the staffs of the Warren Hospital in Phil- 
lipsburg and the Hahnemann Hospital in Phila- 
delphia; died May 1, aged 73, of cerebral throm- 
bosis. 


Dillon, Elmo Eugene ® Homewood, IIl.; North- 
western University Medical School, Chicago, 1927; 
specialist certified by the American Board of Oph- 
thalmology and the American Board of Otolaryngol- 
ogy; member of the American Academy of Oph- 
thalmology and Otolaryngology; on the staffs of the 
Ingalls Memorial Hospital in Harvey and St. James 
Hospital in Chicago Heights; director of the Home- 
wood Savings and Loan Association; died in the 
Presbyterian-St. Luke’s Hospital in Chicago May 
13, aged 59, of intracerebral hemorrhage. 


Eaker, William Court ® Alton, IIl.; St. Louis Uni- 
versity School of Medicine, 1945; for two years 
served in the medical corps of the U.S. Army Re- 
serve; associated with Wood River Township Hos- 
pital in Wood River, St. Joseph’s, Alton Memorial. 
and St. Anthony's hospitals; died April 10, aged 43, 
of a self-inflicted gunshot wound of the head. 


Ehrlich, Simon, New York City; Cornell University 
Medical College, New York City, 1902; served on 
the staffs of the Beth Israel, Jewish Memorial, and 
New York hospitals; died May 7, aged 80 of coro- 
nary occlusion. 


Ely, Orriman Stewart ® South St. Paul, Minn.; Uni- 
versity of Minnesota College of Medicine and Sur- 
gery, Minneapolis, 1906; for many years city health 
officer; died in the Miller Hospital April 29, aged 
79, of acute cerebral edema. 


Estill, Reverdy Van Warren, Charleston, $.C.; Hos- 
pital College of Medicine, Louisville, Ky., 1903; at 
one time assistant physician in the department of 
student health at Rutgers University in New Bruns- 
wick, N.J.; served on the New Jersey State Boxing 
Commission; died April 20, aged 81. 


Everhart, Lysle Rogers, Cumberland, Md.; Jefferson 
Medical College of Philadelphia, 1922; died April 
21, aged 60. 


Fogg, Neil Augustus, Freeport, Maine; Harvard 
Medical School, Boston, 1916; member of the 
founders group of the American Board of Surgery; 
fellow of the American College of Surgeons; vet- 
eran of World War I; formerly practiced in Rock- 
land, where he was chief surgeon of the Knox 
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County General Hospital and president of the 
Rotary Club; died in the Maine Medical Center, 
Portland, April 27, aged 68, of posterior myocardial 
infarction. 


Fox, George Timothy, Bristol, Pa.; Jefferson Medi- 
cal College of Philadelphia, 1907; an associate 
member of the American Medical Association; vet- 
eran of World War I; on the staff of the Lower 
Bucks County Hospital, where he died May 8, aged 
75, of cerebral thrombosis. 


Frantz, Winter Reginald ® Cumberland, Md.; Johns 
Hopkins University School of Medicine, Baltimore, 
1912: veteran of World War I; served as health 
officer for Allegany County, deputy health officer 
for Maryland, and health officer for Cumberland; 
died in the Good Samaritan Hospital, West Palm 
Beach, Fla., April 5, aged 71, of acute myocardial 
infarction. 


Fredricks, Leonard Henry, Bismarck, N.D.; Uni- 
versity of Minnesota Medical School, Minneapolis, 
1928; specialist certified by the American Board of 
Internal Medicine; fellow of the American College 
of Physicians; past-president of the Sixth District 
Medical Society; on the staffs of Bismarck and St. 
Alexius hospitals; one of the founders of the North 
Dakota Mental Health Association, of which he 
was vice-president and member of the board of 
directors; member of the staff of the Quain and 
Ramstad Clinic; died April 27, aged 57. 


French, James Thomas, Monroe, La.; University of 
Tennessee College of Medicine, Memphis, 1914; 


member of the Louisiana State Medical Society; 


for many years parish coroner; on the staff of St. 
Francis Hospital, where he died April 22, aged 77, 
of coronary occlusion. 


Freund, Julius Theodore, Emma, Mo.; St. Louis 
University School of Medicine, 1904; died April 
26, aged 77, of nephritis. 


Furman, Herman Charles, East Orange, N.J.; Co- 
lumbia University College of Physicians and Sur- 
geons, New York City, 1910; veteran of World War 
I; formerly practiced in Brooklyn, where he was on 
the staff of the Brooklyn Hospital; died April 29, 
aged 73. 


Garrett, William Robert * Springhill, La.; Univer- 
sity of Arkansas School of Medicine, Little Rock, 
1936; died in the Baptist Hospital, Nashville, Tenn., 
March 18, aged 53. 


Gilbert—Knowles, Mary, San Ratael, Calif.; Woman's 
Medical College of Pennsylvania, Philadelphia, 
1912; an associate member of the American Medi- 
cal Association; formerly practiced in Philadelphia; 
member of the Medical Society of the State of 
Pennsylvania; died April 28, aged 84, of arterio- 
sclerosis. 
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Goff, Harry Louis * Captain, U.S. Navy; Jefferson 
Medical College of Philadelphia, 1925; entered the 
U.S. Navy in 1925; served during World War II 
and received the Bronze Star medal; died in Del 
Mar, Calif., April 19, aged 59, of coronary throm- 
bosis. 


Goldberg, Samuel James Sr., ® New Haven, Conn.; 
Yale University School of Medicine, New Haven, 
1907; specialist certified by the American Board of 
Internal Medicine; fellow of the American College 
of Physicians; past-president of the New Haven 
County Medical Society and the New Haven Medi- 
cal Society; commissioner, board of health, from 
1926 to 1951; attending physician at the Grace- 
New Haven Community Hospital; died April 28, 
aged 72, of carcinoma of the lung. 


Grossman, John Leonidas * Butler, Pa.; University 
of Pittsburgh School of Medicine, 1929; past-presi- 
dent of the Butler County Medical Society; presi- 
dent-elect of the medical staff, Butler County Me- 
morial Hospital, where he was a member of the 
senior obstetrical staff, and where he died April 12, 
aged 54, of coronary disease. 


Grossman, Louis Ward ® New Castle, Pa.; Uni- 
versity of Maryland School of Medicine and Col- 
lege of Physicians and Surgeons, Baltimore, 1915; 
past-president of the Lawrence County Medical 
Society; veteran of World War I; associated with 
Jameson and New Castle hospitals; died April 18, 
aged 71, of lymphosarcoma. 


Groves, Daniel Chester, Albuquerque, N.M.; Uni- 
versity of Pennsylvania Department of Medicine, 
Philadelphia, 1903; formerly associated with the 
Veterans Administration Hospital; died April 24, 
aged 80. 


Guthrie, Thomas Franklin, San Antonio, Texas; 
Vanderbilt University School of Medicine, Nash- 
ville, Tenn., 1908; died April 28, aged 75, of myo- 
cardial infarction. 


Hall, Emory Harold, Dunkirk, Ind.; Indiana Uni- 
versity School of Medicine, Indianapolis, 1926; 
member of the American Academy of General Prac- 
tice; veteran of World War II; died April 28, 
aged 58. 


Harris, Maurice B.; Dallas, Texas; (licensed in 
Texas, under the Act of 1907); died April 20, aged 
83, of cerebral anoxia and cardiac failure. 


Hopwood, Lucius Locke ® Colonel, U.S. Army, 
retired, San Antonio, Texas; born in 1879; Jefferson 
Medical College of Philadelphia, 1904; entered the 
medical department of the Army in 1905 and later 
graduated from the Army Medical School, the 
Medical Field Service School, and the Army Indus- 
trial College; served in the Philippines during the 
Second Pulajan Rebellion in 1906 and on the Mexi- 
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can Border in 1916; during World War I, com- 
manded Field Hospital number 2, the Pennsylvania 
Hospital—Columbia University unit, which was 
attached to the British Forces at Etretat, France; 
awarded the Distinguished Service Medal for his 
wartime service; after the war most of his service 
was in Washington, D.C., and included duty as 
executive officer, Walter Reed Army Hospital, and 
with the Surgeon General's office; also served as 
the Army surgeon in the Panama Canal Zone; 
retired in December, 1932, for physical disability; 
fellow of the American College of Surgeons, service 
member of the American Medical Association; 
died in the Brooke Army Hospital, Fort Sam Hous- 
ton, April 3, aged 78, of coronary occlusion. 


Howard, Arthur Bickford, Concord, N.H.; Univer- 
sity of Vermont College of Medicine, Burlington, 
1910; member of the New Hampshire Medical 
Society; veteran of World War I; for many years 
assistant superintendent of the New Hampshire 
State Hospital, where he died April 28, aged 71, 
of carcinoma of the liver. 


Howell, Leslie Braden, St. Louis; Meharry Medical 
College, Nashville, Tenn.; 1925; served on the 
staffs of the Peoples Hospital and St. Mary’s In- 
firmary; died April 1, aged 59, of hypertensive 
cardiovascular disease. 


Johnson, John Peter ® Varna, IIl.; Bennett Medical 
College, Chicago, 1914; served as coroner of Mar- 
shall County and as president of the high school 
board of directors; died April 3, aged 82. 


Jordan, Patricia ® Chicago; Chicago Medical School 
1949; specialist certified by the American Board of 
Psychiatry and Neurology; member of the Ameri- 
can Psychiatric Association; interned at the Macon 
(Ga.) Hospital and served a residency at the Elgin 
(Ill.) State Hospital; on the staff of Milwaukee 
Sanitarium Foundation; died April 28, aged 43, of 
coronary occlusion. 


Jordan, Ray Bradley ® Windsor, Mo.; University 
of Louisville (Ky.) School of Medicine, 1933; died 
in the Windsor Hospital March 17, aged 55. 


Judd, Harry Weston ® Mineral, Va.; North Caro- 
lina Medical College, Davidson, N.C., 1902; died in 
Richmond April 29, aged 77. 


Keegan, Thomas Daniel, Deal, N.J.; Columbia Uni- 
versity College of Physicians and Surgeons, New 
York City, 1904; an associate member of the Ameri- 
can Medical Association; for many years president 
of the Hudson County Board of Health; served on 
the staffs of the Hudson County Contagious Dis- 
ease Hospital in Secaucus, St. Francis and Margaret 
Hague Maternity hospitals, and the Medical Center 
of Jersey City, where he died April 25, aged 78, of 
subacute intestinal obstruction. 


Kiley, Daniel Joseph Jr., North Attleboro, Mass., 


Tufts College Medical School, Boston, 1912; mem- 
ber of the Massachusetts Medical Society; health 
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officer; for many years member of the local board 
of health; served as district medical examiner; on 
the staff of the Sturdy Memorial Hospital, where he 
died April 13, aged 69, of intestinal obstruction due 
to adenocarcinoma of colon. 


Killene, Harry Franklin ® East St. Louis, II].; Eclec- 
tic Medical Institute, Cincinnati, 1909; for many 
years associated with St. Mary’s and the Christian 
Welfare hospitals; company physician for the IlIli- 
nois Central Railroad; died in St. Elizabeth’s Hos- 
pital in Belleville, April 6, aged 75, of cellulitis of 
the face and neck secondary to carcinoma. 


La Fleur, Fred Joseph, Fall River, Mass.; Kentucky 
School of Medicine, Louisville, 1904; served as city 
physician; for many years on the staff of the Fall 
River General Hospital; died April 20, aged 76. 


Langlinais, Joseph Rousseau, Lafayette, La.; Uni- 
versity of Louisville (Ky.) Medical Department, 
1909; member of the medical staff of the Southern 
Pacific Railroad; died in the Lafayette Sanitarium 
April 21, aged 77, of cerebral hemorrhage. 


Lansford, John ® Redkey, Ind.; Indiana University 
School of Medicine, Indianapolis, 1930; veteran of 
World Wars I and II; served on the staff of the 
Ball Memorial Hospital in Muncie; died in St. 
Henry, Ohio, April 20, aged 64, of coronary oc- 
clusion. 


Laughlin, Samuel Albert, Aberdeen, Ohio; Medical 
College of Ohio, Cincinnati, 1897; served on the 
staff of the Hayswood Hospital in Maysville, Ky.; 
died in Cincinnati April 16, aged 82, of coronary 
occlusion. 


Levering, William Rogers ® Stroudsburg, Pa.; Med- 
ico-Chirurgical College of Philadelphia, 1908; vet- 
eran of World War I; during World War II served 
on the Selective Service Board; for many years 
school physician; member of the Radiological So- 
ciety of North America; served on the board of di- 
rectors of the First Stroudsburg National Bank; 
associated with General Hospital of Monroe Coun- 
ty, in East Stroudsburg; died April 22, aged 78. 


Lipsky, Jacob Samuel, Detroit; Chicago College of 
Medicine and Surgery, 1912; for many years city 
physician; associated with the Receiving Hospital, 
where he died May 4, aged 70, of pneumonia fol- 
lowing a gastrectomy. 


Little, Archibald Alexander ® Texarkana, Ark.; Uni- 
versity of Virginia Department of Medicine, Char- 
lottesville, 1930; member of the American Academy 
of Pediatrics; veteran of World War II; on the 
staffs of St. Michael's Hospital and Texarkana 
(Texas) Hospital where he died April 30, aged 55, 
of cerebral accident. 


McConnell, James William, Philadelphia; University 
of Pennsylvania Department of Medicine, Phila- 
delphia, 1890; an associate member of the Ameri- 
can Medical Association; member of the American 
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Neurological Association; served on the faculty of 
the Graduate School of Medicine of the University 
of Pennsylvania; served on the staffs of the Phila- 
delphia General, Roxborough Memorial, and Grad- 
uate hospitals; died in Upper Darby, Pa., May 8, 
aged 89. 


McLeod, Junius Hazel, Fayetteville, N.C.; Medical 
College of South Carolina, Charleston, 1926; on 
the staffs of the Cape Fear Valley Hospital and 
Highsmith Hospital, where he died April 24, aged 
57, of heart failure due to second and third degree 
burns suffered in a fire in his home. 


Mankovich, Desiderius George ® Punxsutawney, 
Pa.; University of Maryland School of Medicine 
and College of Physicians and Surgeons, Baltimore, 
1931; secretary of the medical staff at Adrian Hos- 
pital; died in the Presbyterian Hospital, Pittsburgh, 
April 22, aged 51, of diabetic acidosis. 


Mair, Robert McClellan ® Clermont, Fla.; Tufts 
College Medical School, Boston, 1911; member of 
the Massachusetts Medical Society; formerly prac- 
ticed in Westfield, Mass., where he was for many 
years chairman of the board of health, and on the 
staff of the Noble Hospital; veteran of World War 
I; during World War II an associate selective 
service medical examiner for the Westfield district; 
died in the Orange Memorial Hospital, Orlando, 
May 3, aged 76. 


Mathewson, Franklin Wayne, Oakdale, Pa.; West- 
ern Pennsylvania Medical College, Pittsburgh, 
1903; an associate member of the American Medi- 
cal Association; died Feb. 12, aged 83, of coronary 
disease. 


Mathie, David Robert ® Newton Falls, Ohio; Uni- 
versity of Michigan Medical School, Ann Arbor, 
1931; member of the American Academy of Gen- 
eral Practice; past-president of the Trumbull Coun- 
ty Medical Society; county health commissioner; 
associated with Trumbull Memorial Hospital and 
St. Joseph’s Riverside Hospital, Warren, where he 
died April 24, aged 55, of acute pneumonitis and 
kidney and cardiac failure. 


Miner, Elmer A. ® Independence, Kan.; Northwest- 
ern University Medical School, Chicago, 1904; died 
in the Mercy Hospital April 25, aged 87, of adeno- 
carcinoma of the stomach. 


Nisselson, Max, New York City; Columbia Univer- 
sity College of Physicians and Surgeons, New York 
City, 1905; member of the American Academy of 
Ophthalmology and Otolaryngology; an associate 
member of the American Medical Association; 
served on the staffs of the Lebanon and Bronx hos- 
pitals, and the Vanderbilt Clinic; died in the Poly- 
clinic Hospital May 12, aged 84. 


Ogan, Morris Lee, Ocean Grove, N.J.; Columbia 
University College of Physicians and Surgeons, 
New York City, 1903; for many years on the staff 
of the New York City Department of Health; served 
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as medical chief of the Westchester Division of the 
New York Bell Telephone Company; died May 3, 
aged 88. 


Paprocki, Theodore Felix ® Ogdensburg, N.Y.; Long 
Island College of Medicine, Brooklyn, 1938; spe- 
cialist certified by the American Board of Oph- 
thalmology; member of the American Academy of 
Ophthalmology and Otolaryngology; fellow of the 
American College of Surgeons; veteran of World 
War II; on the staffs of the A. Barton Hepburn 
Hospital and St. Lawrence State Hospital; died 
April 30, aged 47, of cancer. 


Pauly, Michael H., Chicago; Jenner Medical Col- 
lege, Chicago, 1898; died in the Cook County Hos- 
pital May 5, aged 89, of arteriosclerotic heart dis- 
ease and fracture of the right femur as the result 


of a fall. 


Pertik, Otto Valentin Aloysius, Dayton, Ohio; Mag- 
yar Kirdlyi Pazmany Petrus Tudomanyegyetem 
Orvosi Fakultasa, Budapest, Hungary, 1916; mem- 
ber of the staff of the Veterans Administration 
Center; died April 23, aged 64. 


Polak, Isaac Benjamin ® Captain, U.S. Navy, re- 
tired, San Diego, Calif.; born in Biddeford, Maine, 
June 27, 1894; Tufts College Medical School, Bos- 
ton, 1918; while serving his internship at Waltham 
Hospital in Waltham, Mass., was commissioned a 
lieutenant (jg) in the medical corps of the Naval 
Reserve Force on March 16, 1918; reported for ac- 
tive service and subsequently transferred to the reg- 
ular Navy in 1922; attained the rank of captain, 
medical corps, in 1942 and was placed on the re- 
tired list on Jan. 1, 1955, after completing more 
than 36 years of active service; commanded Naval 
Base Hospital number 8 during World War II; 
served as executive officer of the Naval hospitals at 
Quantico, Va., and Newport, R. I., and as com- 
manding officer of the Naval Hospital, Memphis, 
Tenn.; prior to retirement was serving at a marine 
corps recruit depot; died April 24, aged 63, of 
coronary occlusion. 


Prout, Charles Dusenbury, Asbury Park, N.J.; New 
York Homeopathic Medical College and Flower 
Hospital, New York City, 1915; past-president of the 
Monmouth County Medical Association; a physician 
in the Asbury Park school system for 36 years; for 
many years associated with the Fitkin Memorial 
Hospital in Neptune; died May 3, aged 69, of 
chronic cor pulmonale. 


Pulsifer, Tappan Chase ® Berlin, N.H.; Columbia 
University College of Physicians and Surgeons, 
New York City, 1899; member of the staff of St. 
Louis Hospital, where he died April 21, aged 88, 
of hypostatic pneumonia and arteriosclerosis. 


Reynolds, Harry Badger, Palo Alto, Calif.; born in 
Woodstock, Ill., Feb. 25, 1874; Columbia Univer- 
sity College of Physicians and Surgeons, New York 
City, 1900; fellow of the American College of Sur- 
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geons; served overseas during World War I; for- 
merly associate professor of surgery at San Fran- 
cisco Polyclinic and on the faculty of the University 
of California School of Medicine in San Francisco; 
served as a teacher in the liberal arts division at 
Stanford; one of the city’s first councilmen and was 
a member of the high school board of education; 
died in the Palo Alto Hospital May 4, aged 84, of 
coronary occlusion. 


Roberts, Walter, Berwyn, Pa.; University of Penn- 
sylvania Department of Medicine, Philadelphia, 
1893; emeritus professor of otolaryngology at the 
University of Pennsylvania Graduate School of 
Medicine in Philadelphia; specialist certified by 
the American Board of Otolaryngology; an asso- 
ciate member of the American Medical Association; 
member of the American Laryngological, Rhino- 
logical and Otological Society; served on the staff 
of the Methodist Hospital in Philadelphia; died in 
Newton Square March 21, aged 87, of arterio- 
sclerotic cardiovascular disease. 


Root, Benjamin A., York, Neb.; Lincoln Medical 
College of Cotner University, 1905; an associate 
member of the American Medical Association; 
veteran of the Spanish-American War; on the staff 
of the York General Hospital, where he died April 
4, aged 82, of cardiac failure. 


Scanlan, William Dennis Jr. ® New York City; Yale 
University School of Medicine, 1938; certified by 
the National Board of Medical Examiners; special- 
ist certified by the American Board of Internal 
Medicine; veteran of World War II; associated 
with North Shore Hospital in Manhasset, N. Y., St. 
Clare’s and Roosevelt hospitals in New York City, 
and St. Francis Hospital and Sanatorium for Cardiac 
Children in Roslyn, N. Y.; died May 8, aged 46, of 
an overdose of barbiturates. 


Shelby, Charles H., Memphis, Tenn.; Meharry 
Medical College, Nashville, 1901; died March 28, 
aged 85. 


Shevell, Max ® Otisville, N.Y.; University of Petro- 
grad, Russia, 1921; member of the American Col- 
lege of Chest Physicians and the American Trudeau 
Society; on the staff of the Elizabeth A. Horton Me- 
morial Hospital in Middletown; served on the staff 
of the Municipal Sanatorium; died April 22, aged 
66, of coronary occlusion. 


Sollars, Edward Eli, Rawlings, Md.; Maryland Med- 
ical College, Baltimore, 1910; for many years prac- 
ticed in Deer Park; died April 21, aged 73, of 
arteriosclerotic cardiovascular disease. 


Spawr, Clarence V., Benton Harbor, Mich.; Chicago 
College of Medicine and Surgery, 1909; veteran of 
World War I; died in the Mercy Hospital April 27, 
aged 77, 


1544 DEATHS 


J.A.M.A., July 19, 1958 


Steiner, Max ® Detroit; Wayne University College 
of Medicine, Detroit, 1934; specialist certified by 
the American Board of Psychiatry and Neurology; 
veteran of World War II; formerly clinical director 
of the Pontiac (Mich.) State Hospital; died in the 
Grace Hospital April 29, aged 51. 


Stern, Otto, Rome, Ga.; Medizinische Fakultat der 
Universitat, Vienna, Austria, 1920; member of the 
American Trudeau Society; on the staff of the 
Battey State Hospital; died in Miami Beach, Fla., 
May 1, aged 64, of myocardial infarction and coro- 
nary thrombosis. 


Tremblay, Julien Latance, San Francisco; St. Louis 
University School of Medicine, 1913; veteran of 
World War I; formerly associated with the Veterans 
Administration; died April 27, aged 73, of coronary 
arteriosclerosis. 


Waggoner, Jonathan Elisha ® Downers Grove, II; 
Bennett Medical College, Chicago, 1902; North- 
western University Medical School, Chicago, 1904; 
formerly on the faculty of Bennett Medical College 
in Chicago; died in the Hinsdale (IIl.) Sanitarium 
and Hospital May 8, aged 83. 


Waller, Constantine Perkins, St. Petersburg, Fla.; 
Vanderbilt University School of Medicine, Nash- 
ville, Tenn., 1915; served with the Veterans Ad- 
ministration; died in the Veterans Administration 
Hospital, Bay Pines, April 26, aged 73, of coronary 
thrombosis. 


Weatherford, James Elwood ® Denver; Jefferson 
Medical College of Philadelphia, 1915; died April 
21, aged 67, of arteriosclerotic heart disease. 


Weaver, John Calvin ® Atlanta, Ga.; Medical De- 
partment of Tulane University of Louisiana, New 
Orleans, 1901; fellow of the American College of 
Surgeons; on the staffs of the Georgia Baptist and 
Crawford W. Long hospitals; served on the faculty 
of Emory University School of Medicine; at one 
time surgeon in charge of the U.S. Federal Peni- 
tentiary; died April 22, aged 79, of bronchopneu- 
monia and chronic glomerulonephritis. 


Woods, Clarendon Barron ® Colonel, U.S. Army, 
retired, Walterboro, $.C.; Medical College of South 
Carolina, Charleston, 1929; also a pharmacist; en- 
tered the medical corps of the U.S. Army in July, 
1933; during World War II commandant of the 
185th General Hospital at Taunton, England; re- 
tired Nov. 30, 1946; service member of the American 
Medical Association; member of the American 
Academy of General Practice; served as health 
officer of Colleton County; chief of staff of the 
Colleton County Hospital; died in the U.S. Naval 
Hospital, Charleston, April 23, aged 57, of acute 
staphylococcic meningitis. 
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AUSTRALIA 


New Medical School.—In the past, medical students 
of Western Australia had to study in other parts 
of the country, usually Adelaide, because there was 
no medical school in the west. This has now been 
remedied with the opening of a new medical 
school at Perth. The school was planned in 1955 by 
the Australian government, after an appeal for 
funds which raised $1,400,000. The population of 
Western Australia is only 700,000. Including medi- 
cine, there are now nine faculties in the University. 
Although the buildings have not yet been com- 
pleted, the teaching of medicine began last year, 
when 85 students were enrolled, and 16 more, who 
had commenced their studies in Adelaide, returned 
to their home town to complete their sixth year of 
study. There will be no shortage of money for re- 
search, as several gifts and bequests for this pur- 
pose have been made and $700,000 of the appeal 
money has been set aside for this purpose. 


FRANCE 


Alveolar Hyperventilation Syndrome.—On the basis 
of 31 cases, J. Lissac (Presse méd. 66:740, 1958) 
described the alveolar hyperventilation syndrome. 
Although hypocapnia is often unrecognized clini- 
cally, measurement of the gases in arterial blood is 
particularly valuable when coupled with a study of 
the acid-base balance, the plasma electrolytes, and 
the oxyhemoglobin saturation. The first type of 
hypocapnia is observed in the course of disturb- 
ances of central origin—either an organic neurolog- 
ical disease or the use of a stimulobulbar drug or a 
primary hyperventilation. A second type is asso- 
ciated with the hypoxias; hypocapnia may be noted 
even though there is paralysis of the respiratory 
muscles when the subject has kept 20% of his vital 
capacity. The third type is passive hyperventilation 
in ill-controlled artificial respiration, and the fourth 
type is hyperventilation due to metabolic acidoses. 


Asthma and Sex Hormones.—J. Turiaf and co-work- 
ers (Presse méd. 66:677, 1958) studied the possible 
relationship between asthma and disturbances in 
sex hormones. Of 565 asthmatic women, 462 were 
of child-bearing age; 198 became pregnant while 
the asthma was beginning or developing; and 103 
developed asthma starting in the course of or after 


The items in these letters are contributed by regular correspondents 
in the various foreign countries. 
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the menopause. Menstrual disturbances were en- 
countered in 49.3% and premenstrual aggravation 
of asthma in 46%. Premenstrual increase of the 
asthmatic attacks was seen in 79% of those with 
menstrual disturbances. In the course of pregnancy, 
the asthma remained unchanged in 21.2%, disap- 
peared in 40.4%, began in 19.2%, and became ag- 
gravated in 19.2%. This association may be ex- 
plained by two mutually compatible concepts. The 
first supposes that the asthma and disturbances in 
sex hormones are the consequences of simultane- 
ous but independent forces. The other holds that 
the hormonal disorders constitute an etiological 
“composant” of the asthma due to an autoallergy to 
sex hormones; humoroenzymatic changes with 
asthmogenic potency; and reactional disturbances 
of the major vegetative centers. 


INDIA 


Chronic Nonspecific Pneumonia in Children.—M. 
Matveyev (Indian J. Child Health, vol. 7, May, 1958) 
stated that chronic pneumonia is not a generally 
accepted term and that, although the condition is 
not rare in children, it has not been sufficiently in- 
vestigated. Chronic pneumonia is a systemic dis- 
ease characterized by a prolonged inflammatory in- 
volvement of the lung, with recurrent remissions 
and exacerbations, and should include all chronic, 
nonspecific, inflammatory, proliferative, and de- 
structive involvements of the lung and bronchus. 
The main diagnostic distinction is between chron- 
ic pneumonia and pulmonary tuberculosis. Recur- 
rent pneumonia and upper respiratory catarrh 
form the main predisposing factors, while recur- 
rent involvement of lungs and bronchi affecting 
the ventilation and circulation and lowering the re- 
sistance of lung tissue lead to chronicity. The dis- 
ease may assume different clinical and anatomic 
forms and present itself as chronic bronchitis with 
peribronchitis, _pneumosclerosis, bronchiectasis, 
chronic lung abscess, and chronic pneumonia with 
an asthmatic syndrome. Although the clinical fea- 
tures are variable, the pulmonary symptoms pre- 
dominate. Auscultation is more important than per- 
cussion in clinical evaluation of the condition, and 
roentgenography and bronchography assist great- 
ly in diagnosing these cases. Latent respiratory 
deficiency is a constant feature of this disease. The 
course may be mild with infrequent or frequent 
exacerbations or rapidly progressive. In children, 
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various complications and intercurrent diseases add 
to its severity and may lead to death. Treatment is 
difficult. Antibiotics and tonics are used, and for 
the severer forms surgery may be indicated. 


Tuberculoma of the Brain.—Chandy and Jadhav 
(Indian J. Child Health, vol. 7, May, 1958) re- 
ported 26 cases of tuberculoma of the brain in chil- 
dren. In most of them the disease was far ad- 
vanced, five being totally blind on admission. Signs 
of increased intracranial pressure were present in 
all. In addition, 3 showed evidence of focal irrita- 
tion, 5 had spastic hemiparesis, and 16 presented 
a cerebellar syndrome. In the three patients with 
focal seizures the lesion was in the cerebral hemi- 
sphere. The duration of symptoms varied from 15 
days to 3% years. Fever was present in 14 patients; 
17 complained of loss of vision. Only 11 had ob- 
vious active tuberculous lesions in other parts of 
the body. The preoperative diagnosis was based on 
a positive tuberculin test, an increased sedimenta- 
tion rate, and evidence of active or healed pulmo- 
nary tuberculosis. Spinal fluid was obtained from 10 
patients at the time of ventriculography. It was 
normal in six, and in four there was an increase 
in proteins ranging from 55 to 225 mg. per 100 ml. 
and a moderate increase in the cell count. One pa- 
tient had roentgenographic evidence of calcifica- 
tion. An electroencephalogram was made in two 
of the patients with supratentorial lesions and 
showed a delta rhythm in the affected region. The 
lesions of 19 patients were situated in the posterior 
cranial fossa; 4 of these were extensive, filling the 
whole of the fossa; 6 were midline lesions; 9 were 
in the cerebellum. An autopsy on one child revealed 
multiple tuberculomas. All patients were operated 
on; 14 died, 5 with postoperative tuberculous men- 
ingitis. Twelve were partially or completely re- 
lieved of symptoms. 


Malignancy in Children.—In a study of malignancy 
in children, M. V. Sirsat (Indian J. Child Health, 
vol. 7, May, 1958) did not include those with 
leukemia. In the period from March, 1941, through 
August, 1957, 0.92% of all cancers seen at the Tata 
Memorial Hospital, Bombay, were in patients under 
14 years of age. The most frequent sites affected 
by these neoplasms were the lymphatic organs, 
eye, bones, soft somatic tissue, adrenals, and kid- 
neys. The age periods when these tumors were 
most commonly seen were the first 4 years of life 
and between the ages of 9 and 14 years. Retinoblas- 
tomas, neuroblastomas, and Wilms’ tumors were 
most common in the early age period, and lympho- 
sarcomas and bone sarcomas had the highest in- 
cidence in the older age group. Of the 260 malig- 
nant tumors in this series, only 12 were carcinomas. 
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Of the patients with lymphosarcomas and Hodg- 
kin’s disease, 70% were boys. Soft-tissue sarcomas 
in children between 9 and 14 years of age were 
also seen more frequently in boys. The series in- 
cluded six cases of Wilms’ tumor, four of neuro- 
blastomas, and three of teratoma, which together 
are the most common retroperitoneal tumors of 
childhood. The 12 carcinomas included 6 lympho- 
epitheliomas of the nasopharynx, 3 basal cell and 
squamous cell carcinomas of the skin, 1 papillary 
adenocarcinoma of the thyroid, 1 gelatinous adeno- 
carcinoma of the rectum, and 1 epidermoid carci- 
noma of the larynx. 


Wax Plombage Thoracoplasty. K. K. Chaturvedi 
(Indian J. Surg. 20:1 [Feb.] 1958) stated that tho- 
racoplasty of the modern paravertebral type has 
been the operation of choice in a large proportion 
of patients with pulmonary tuberculosis where 
surgery is indicated and has been found useful in 
arresting the disease in a number of patients. 
When performed in stages, the risk of the opera- 
tion is minimal and complications are few. There 
are, however, some drawbacks to this operation, 
such as the resultant postoperative deformity, para- 
doxial movements of the diaphragm with danger of 
spread of the disease to the unaffected lung, the 
necessity of performing it in multiple stages thus 
increasing the cost of treatment and prolonging the 
stay in hospital, and the occurrence of reexpansion 
of the collapsed lung postoperatively in many pa- 
tients, with reopening of cavities thus necessitating 
operation. Another method of producing collapse 
of the diseased lung is extrapleural pneumonolysis 
with various types of filling materials. This has 
such disadvantages as penetration of the filling 
material into thin-walled cavities with resultant in- 
fection, infection of the wound, pleuropulmonary 
fistula, and bleeding. The author combined tho- 
racoplasty and plombage to remove the drawbacks 
of both forms of collapse therapy. The wax plomb- 
age thoracoplasty is performed without resection of 
the ribs, thus avoiding postoperative deformity. 
The paraffin plombe is introduced subcostally but 
extraperiosteally. In a series of 130 patients con- 
ventional thoracoplasty was performed on 72, ball 
plombage on 28, and wax plombage thoracoplasty 
on 30. In patients selected for operation serial roent- 
genograms showed a fairly well stabilized lesion 
with or without cavitation, and the general condi- 
tion was satisfactory, with some gain in weight 
following conservative treatment. No patient whose 
serial roentgenograms showed an increase of the 
disease in one or both lungs was operated on. Most 
of the patients had had a previous trial with phren- 
ic interruption or pneumoperitoneum. Local anes- 
thesia, sometimes combined with intravenous anes- 
thesia, was used for all patients. 


Vol. 167, No. 12 


NETHERLANDS 


Retinoblastoma.—Dr. G. D. Hemmes (Geneeskun- 
dige Bladen, 48th series, page 211, 1958) stated 
that in the period July 1, 1952, to June 30, 1955, 
48 new cases of retinoblastoma were reported in 
the Netherlands. This represents one such case in 
every 14,700 births, compared with one in every 
34,000 25 years ago. There was also an increase in 
the multiple occurrence of this disease in one fam- 
ily. While before 1930 this seemed to be a rare 
occurrence, in 5 of the 47 families investigated two 
Or more cases were found. In the present series 
18 of the 48 patients had a tumor in both eyes. 
From a series of 23 patients investigated about 50 
years ago only one had a bilateral tumor. The case 
fatality rate, however, is about 14%, which is much 
better than 50 years ago, when it was 50%. This 
decrease in deaths must be attributed chiefly to 
earlier recognition and treatment. The increase of 
the total morbidity could not be explained solely 
by a decrease in the case fatality rate. Roentgeno- 
grams of the abdomen of pregnant women may be 
a causative factor. In the present series, however, 
none of the mothers of the affected children had 
had any abdominal roentgenograms taken during 
pregnancy. On the other hand there were three 
cases of retinoblastoma in which one of the parents 
had been treated as a youth with x-rays for a 
retinoblastoma. In view of the increase in multiple 
occurrence in one family, a regular check up of the 
children in the affected families is urged. In the 
present series two cases were detected in this way. 
In both of these one of the parents had a retino- 
blastoma as a youth. In view of the increase of a 
bilateral tumor the children who have been treated 
for a retinoblastoma should be closely watched for 
at least four years after their final treatment of the 
tumor. The fact that though the incidence of the 
disease is increasing it is still rather rare prevents 
a sound evaluation of any method of treatment. 


UNITED KINGDOM 


Heparin for Fat Embolism.—Plasma that has be- 
come opalescent after a fatty meal is rendered 
translucent by heparin. Sage and Tudor ( Brit. M. J. 
1:1160, 1958) suggested therefore that the fat glob- 
ules present in the blood of patients suffering from 
fat embolism might be similarly cleared by heparin, 
thereby reducing the risk of infarction. Heparin 
was accordingly given to three patients with fat 
embolism after trauma of such severity that re- 
covery was not expected. Two patients suffered 
from fractures following a motorcycle injury, and 
another sustained fractures of the leg while play- 
ing football. When the diagnosis was made, 12,500 
units of heparin was given intravenously and 0.2 
Gm. of aminophylline every four hours. One pa- 
tient was given 25,000 units of heparin twice daily 
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and 0.5 Gm. of aminophylline intravenously every 
six hours for three days. All three patients recov- 
ered. The authors believe heparin treatment to be 
worthy of further trial in patients with fat em- 
bolism. 


Blood Coagulation in Ischemic Heart Disease.—In 
view of the suggestion that the intake of dietary 
fat may be a determining factor in the development 
of ischemic heart disease, McDonald and Edgill 
(Lancet 1:996, 1958) investigated the effect of a 
low-fat diet on 34 patients whose blood coagulation 
had previously been studied. Half the patients 
were given a low-fat diet similar to the Kempner 
rice diet, and the rest were instructed to continue 
with their usual diet. Both groups were matched as 
far as possible for age and clinical condition. The 
thromboplastin-generation test, platelet count, pro- 
thrombin time determination (using Russell’s viper 
venom ), and estimation of platelet stickiness, blood 
fibrinogen, and serum cholesterol were made on all 
patients. Blood coagulation was measured before 
dieting was started, after four to five weeks on the 
diet, and six to seven weeks after dieting was 
stopped. Under the conditions of the test there was 
a significant decrease in platelet stickiness and in 
serum cholesterol after dieting, with no change in 
these in the control group. Estimation of platelet 
stickiness is a test of blood coagulability previously 
found by the authors to differ in patients with 
ischemic heart disease compared with controls and 
to reflect hypercoagulability. No significant differ- 
ence was revealed after dieting in thromboplastin 
generation, blood fibrinogen, or prothrombin time. 


Isolation of Trachoma Virus.—The laboratory culti- 
vation of trachoma virus has long been attempted, 
but claims to success have never been confirmed, 
according to the WHO expert committee on the 
subject. Collier and Sowa (Lancet 1:993, 1958) 
took material from 10 patients in whom typical 
trachoma inclusions had been found. The everted 
lids were swabbed with 10% saline broth and the 
material used to inoculate 2-day, 5-day, or 6-day 
chick embryos. The crude yolk-sac homogenates 
were lyophilized in 2.5% peptone. Electron micro- 
scopy and serologic tests confirmed the presence in 
this material of a virus morphologically similar to 
that obtained from patients with trachoma. The 
final proof that trachoma virus was present in an 
active form in the yolk-sac homogenate was ob- 
tained by inoculation of the orbital sac of a blind 
volunteer whose eyes had been enucleated. The 
fornices of both eyes were rubbed firmly with a 
swab soaked in a 20% suspension of infected yolk- 
sac in saline broth. By the 7th to the 10th day con- 
junctival lesions resembling those seen in the early 
stages of trachoma appeared, and conjunctival 
scrapings showed the presence of typical inclusion 
bodies with a carbohydrate matrix. The authors 
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believed that these observations constituted a rea- 
sonable proof of the laboratory isolation and culti- 
vation of the trachoma virus. 


Antigenic Activity of Poliomyelitis Vaccine.—The 
effect of a third dose of British poliomyelitis vac- 
cine given 18 months after primary immunization 
with two doses was studied (Brit. M. J. 1:1206, 
1958) in a group of 21 children who originally had 
no antibodies against any of the three types of 
poliovirus. At the time of giving the third dose, 
nine of the children were found to have antibody 
titers to a particular type that were higher than, 
or equal to, the corresponding titers recorded two 
or three weeks after the second dose. The decline 
in antibody titers between the second and third 
doses was least for type 2, which showed.a fall in 
mean titer from 1:233 to 1:117, with none of the 
serums having a titer of less than 1:32 at the time 
of the third dose. With type 1 the mean titer fell 
from 1:38 to 1:7, and with type 3 from 1:66 to 1:11. 
With each of these types eight children had titers of 
1:4 or less at the time of the third dose. The third 
injection of vaccine produced substantial responses 
to all three types. The increase in mean titer for 
tvpe 1 was from 1:7 to 1:2,780, for type 2 from 
1:117 to 1:17,870, and for type 3 from 1:11 to 
1:7,640. The response was especially striking with 
type 2, in which the lowest titer after the third 
dose was 1:2,048. Although the responses to types 
1 and 3 were not so great, no child showed a titer 
of less than 1:128 with either type. The results 
were similar to those previously reported in chil- 
dren who received their third dose 8 to 11 months 
after primary immunization. 

The serologic response to poliomyelitis vaccine 
was also studied in 152 subjects whose ages ranged 
from 13 to 50 years and who, before receiving vac- 
cine, had no antibodies against any of the three 
tvpes of poliovirus. Two injections of vaccine were 
given at an interval of four weeks, and antibody 
levels were determined two weeks after the second 
injection. The responses to types 2 and 3 were de- 
cidedly better than that to type 1. All 152 patients 
had titers of 1:4 or greater to types 2 and 3, with 
geometric mean values of 1:148 and 1:149 respec- 
tively. With type 1, however, 12 subjects failed to 
show a titer of 1:4 and the geometric mean was 
1:35. In general, the responses were similar to 
those previously reported in children aged 1 to 9 
years, although there was some indication that 
both the older and younger groups did not respond 
to type 1. 


Sterilization of Drugs by Irradiation.—Great prog- 
ress has been made in carrying out the program of 
cooperative research devised to evaluate the use of 
radiation sources for the sterilization of pharma- 
ceutical preparations, according to the annual re- 
port of the Association of British Pharmaceutical 
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Industry. The results to date confirmed the earlier 
view that the level of radiation required to ensure 
sterility varies according to the organism present. 
Since under certain circumstances a dose of 2.5 x 
10° rad may be needed, this level of radiation has 
been taken as the minimum dosage to be used in 
the examination of various pharmaceutical prepa- 
rations and chemical substances. It has also been 
found that a number of typical products are ad- 
versely affected by this radiation dose. Examina- 
tion of other preparations indicated that this level 
of radiation produced no appreciable loss of 
potency although some change of color may occur. 


Trichinosis and Butchers’ Knives.—The possibility 
of the transmission of trichinosis by butchers’ and 
housewives knives was investigated by T. E. Gib- 
son (Ann. Trop. Med. 52:48, 1958). Multiple in- 
cisions were made into the musculature of eight 
guinea-pigs heavily infested with Trichinella spira- 
lis, and small numbers of larvas were recovered in 
five cases. The number of larvas recovered from the 
knife was: 3, 3%, 3, 1, 1. Although only a few larvas 
would thus appear to be likely to be transferred 
from even heavily infested carcasses to other food 
by means of butchers’ knives or kitchen utensils, 
there is no doubt that as few as two larvas may 
produce infection in an animal ingesting them. It 
is therefore recommended that care should be tak- 
en by the butcher to cleanse his instruments be- 
tween carcasses and that the housewife should pay 
particular attention to the cleaning of kitchen 
utensils used during the preparation of pork before 
using them on other foods. 


Suicide.—Apart from India and some parts of 
America, England and Wales are the only coun- 
tries where suicide or attempted suicide is re- 
garded as a criminal offense. A report by a joint 
committee of the British Medical Association and 
the Magistrates Association recommended that the 
law of England and Wales be amended to pro- 
vide that suicide and attempted suicide should no 
longer be a criminal offense as such. This recom- 
mendation would exclude suicide pacts and incite- 
ment to suicide. No case of attempted suicide 
should be brought before any court except, for ex- 
ample, if there is a breach of the peace. This is the 
practice in Scotland. It is further recommended that 
cases of attempted suicide which it is necessary to 
bring before a court should be delt with summa- 
rily as a breach of the peace. Practically all the spe- 
cialists consulted by the committee agreed that the 
person who has attempted suicide is a case for 
medical and social care and that the intervention 
of the law is undesirable and unnecessary. In the 
period 1946 to 1955, 5,794 attempted suicides were 
brought to trial in England and Wales, 5,447 were 
found guilty, and 308 were imprisoned without op- 
tion of a fine. The total number known to the 
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police was 44,946. A person who attempts to com- 
mit suicide is undoubtedly in a state of mental 
distress and unhappiness and therefore needs spe- 
cial sympathy and understanding. Public opinion 
has moved in this direction, and it is desirable that 
the law should be amended in accordance with 
this more compassionate and merciful outlook. 


Awards for Medical Research.—According to a re- 
port in the British Medical Journal of May 24 Sir 
Harold Himsworth, secretary of the Medical Re- 
search Council, appearing before the Royal Com- 
mission on Doctors’ and Dentists’ Remuneration in 
May, said that denial of distinction awards to med- 
ical research workers not having clinical responsi- 
bility was harming British medicine. Of the 500 
scientifically qualified staff members employed by 
the council about 60% are nonmedical; these in- 
clude key persons who operate complicated 
machines. The council has or has had research units 
in Africa, the Caribbean, Jordan, Egypt, and India. 
The council has devoted a great deal of attention 
to poliomyelitis vaccine, which must be tested be- 
fore it is released for use. This is a great responsi- 
bility, and this responsibility is borne by the 
Department of Biological Standards. The present 
head of that department is medically qualified, but 
he is moving away shortly to a university. He will 
be succeeded by a man who is his deputy at pres- 
ent, who is not medically qualified. That man will 
have the whole responsibility for testing the polio- 
myelitis vaccine issued in this country. Neither of 
these men comes within the merit award category. 
In fact, of the 64 medical research workers who 
are Fellows of the Royal Society, 54 are ineligible 
for distinction awards, and of the four living 
British Nobel prize-winners in medicine, none are 
eligible. Sir Harold was asked whether such an 
award was not likely to cause unhappiness to those 
not receiving one, but he replied that he did not 
think so, because one of the privileges the council 
has been allowed to keep is that promotions are 
determined by merit. There is recognition on the 
part of the staff of the importance of merit. It 
should not be thought that medical research work- 
ers are a peculiarly mercenary group. They are not. 
Of all the branches of medicine they probably have 
the strongest sense of vocation. What bulked large 
with them was prestige. 

Sir Harold was anxious about the loss of key men 
from this country, particularly to North America. 
These people receive attractive offers, and many 
of them Great Britain cannot afford to lose. This 
applies particularly to bacteriologists, geneticists, 
and experts on the health aspects of nuclear power. 
The cast of mind which makes a physiologist and 
that which makes an internist are similar. A person 
with this type of mind could go for something that 
led to a merit award or take up a line which carried 
no award, This puts an artificial distortion on a 
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man’s interest. This is one of those steadily operat- 
ing factors which will not produce a crisis to jolt 
people into action, but we shall wake up some 
morning and find we have completely denuded 
these essential branches of medicine, a process that 
has already progressed too far. 


Tea Break in Hospital.—_The following letter from 
the chairman of a medical staff committee appeared 
in the British Medical Journal of May 17: 


Sir,—In common with all hospital medical staffs, we re- 
ceived a letter from the regional board suggesting payment 
for the light refreshments, cups of tea or coffee, with which 
we sustain ourselves. We have sent to the regional board the 
following letter: 

The medical staff takes the strongest exception to this 
memorandum and suggestion, which represents yet another 
attack on long-standing tradition. The staff gives far more 
time and service than laid down by regulation, and feels that 
to be asked to pay for the small emolument represented by 
cups of tea is poor thanks, and a retrograde step in the 
continuance of cordial relations. This kind of regulation can 
only eventually lead to a service calculating, mean, and 
working to rule, and the eventual degradation of the spirit 
of the profession. They will not submit to this dictate. 


Fingerprinting.—An expert in forensic medicine 
( British Medical Journal, May 10, 1958) expressed 
interest in the report that Japanese workers have 
developed a radioautographic method of detecting 
fingerprints on paper or cloth. The material left 
behind in a fingerprint is sweat containing minute 
traces of body chemicals. By this new method such 
materials as cloth and paper that are suspected of 
harboring fingerprints are exposed to a vapor of 
formaldehyde containing radioactive carbon atoms. 
The formaldehyde becomes “fixed” on the proteins 
of the fingerprint, and the radioactive carbon is 
distributed as an exact copy of the fingerprint. The 
treated material, after the removal of any residual 
formaldehyde, is then clamped to a photographic 
film and placed in a light-proof box in a refrigera- 
tor. Development of the radioautograph takes from 
one to eight days. The authors of the method claim 
that any latent fingerprints, except those on silk or 
woolen fabrics, can easily be detected in this way 
so long as the fingerprint protein persists. Recently, 
also, Davis has shown that fingerprints can be ob- 
tained by histological section to a depth of 0.6 mm. 
beneath the surface of the skin and suggests that 
this method could be used in the identification of 
bodies in whom the surface prints have been de- 
liberately abraded. 

To bring out a latent fingerprint on a smooth 
surface such as glass or a table it is necessary to 
make it visible for photography by outlining it 
with a fine powder applied with a soft brush. Vari- 
ous powders have been used, including aluminum, 
willow charcoal, lampblack, powdered graphite, 
and white lead. The most widely used powder, 
however, is made of mercury and chalk (grey 
powder ). Mercury poisoning in police officers has 
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undoubtedly resulted from the use of this powder, 
but such simple precautions as the addition of 
dextrose to inhibit oxidation of the mercury, the 
use of overalls, and the washing of hands appear 
to be sufficient to overcome the risks. The use of 
radioactive carbon will certainly raise doubts in 
minds conditioned by the popular press to the 
dangers of all forms of radiation, but radiocarbon, 
with a half-life measured in thousands of vears, is 
unlikely to be any more dangerous than grey 
powder, though more expensive. 


Royal Society of Health.—More than 2,500 dele- 
gates from 40 British Commonwealth and other 
countries attended the Congress of the Royal 
Society of Health at Eastbourne. Mr. R. Thompson, 
parliamentary secretary to the Ministry of Health, 
praised local authorities for discouraging smoking. 
He went on to say that in an aging population the 
utmost should be done to help old people stay in 
their own homes. The mentally ill now occupy 40% 
of hospital beds. Many of these could be looked 
after in the community with advantage to them- 
selves and a good prospect of leading useful lives. 
Burning and scalding accidents in the home, which 
are largely avoidable, cause more than 800 deaths 
and 50,000 injuries a year. He concluded with the 
hope that adding fluoride to the water supply 
would be general before long. 

Dr. T. P. Rees, a member of the royal commis- 
sion on mental health laws, said that the mental 
hospital must no longer be regarded as a place 
where patients could be put away and forgotten. 
Relatively few patients in mental hospitals are 
dangerous. If they are locked up it is often for 
their own protection, but sometimes locking them 
up makes them become dangerous. One by one the 
doors of our mental hospitals have been unlocked. 
Hospital consultants who keep patients waiting for 
hours were criticized. In reply, it was claimed that, 
except perhaps in some large teaching hospitals, 
there has been a big improvement since nationaliza- 
tion. Physicians were urged to treat patients as 
human beings and to tell them what is wrong, what 
the chances of recovery are, and how their illness 
will affect their future. Greater care should be 
exercised, however, in discussing the patient’s con- 
dition in his presence. 

Sir Hugh Beaver, president of the Federation of 
British Industries, called attention to the intense 
strain to which higher executives are subject. The 
problem of fatigue in a manager, he said, was as 
vital as fatigue in an aircraft part. Desmond Cur- 
ran, psychiatrist at St. George’s Hospital, London, 
said a nagging wife or difficult foreman were often 
more potent causes of stress than overwork. 

Physicians and midwives differed on where 
babies should be born. One midwife believes that 
the place for an Englishman to be born was in the 
castle of his own home, but there should be a more 
comprehensive home help service and more equal 
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distribution of maternity benefits, so that the 
mother who had her baby at home would not be 
financially penalized. There should also be a nation- 
wide education campaign on the value of home 
confinement in normal cases. Another midwife 
said that in her area the father often acted as home 
helper. He likes to have his vacation when his 
wife is having a baby, and he runs the home very 
well. Mrs. Margaret Howard of the Family Plan- 
ning Association commended the work of the 272 
family planning clinics. 


Poliomyelitis Vaccine.—There has been a major row 
in the House of Commons over poliomyelitis vac- 
cine. The opposition made political capital of the 
shortage. The British Medical Journal of May 3 
said that for one reason or another each of the four 
companies supplying the vaccine—two in Great 
Britain, one in Canada, and one in the United 
States—have had difficulty in filling their orders. 
Monkeys used for testing the vaccine have fallen 
ill, live virus was found in one batch, another batch 
failed to pass antigenic potency tests, and unex- 
pected domestic demand reduced the amount of 
Canadian vaccine available. This was an unhappy 
chain of circumstances for which it is foolish to 
blame the Minister of Health. Where he was at 
fault was for not having uttered a cautionary note 
about supplies of a substance so fickle in its be- 
havior during production. The Medical Research 
Council has agreed temporarily to forego the cus- 
tomary tests on vaccine from Canada and _ the 
United States. 

A council spokesman said there was no question 
of stopping the tests on imported vaccine, but they 
will continue to test as rapidly as possible, and 
when enough has accumulated they will revert to 
the former policy of releasing only tested vaccine. 
The three types of vaccine available to health 
authorities are: (1) British-made vaccine, which 
has been tested by both the manufacturers and the 
Medical Research Council, (2) American vaccine 
at present under test in Britain, and (3) American 
vaccine to be imported and released without coun- 
cil tests. All American (including Canadian) vac- 
cine is tested by the manufacturers and_ the 
governments in the country of origin. Physicians 
welcomed the Minister of Health’s statement in 
which he made known the decision of the Medical 
Research Council to release untested vaccine. If 
the vaccine is safe for children in the United States 
and Canada there is no reason why it should not be 
equally safe for English children. The British 
Medical Journal commented that it was highly re- 
grettable that poliomyelitis had been allowed to be- 
come a political problem. Any decision on retesting 
imported Salk vaccine should not be influenced by 
political considerations but should be made as a 
result of the best scientific advice available. Ex- 
perts in the United States and Canada are just as 
capable as the British of making valid tests. 
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CORRESPONDENCE 


INTERN MATCHING PROGRAM 


To the Editor:—At the recent annual NIMP meet- 
ing, the following action was taken with regard to 
foreign student participation in the matching pro- 
gram for the 1959-1960 Intern Matching Program: 


Graduates of foreign medical schools wishing 
to enroll in the 1959-1960 matching program 
must be certified by the Educational Council 
for Foreign Medical Graduates. Hospitals en- 
rolled in the National Intern Matching Program 
are not to offer internship appointments to 
nonparticipating foreign medical school grad- 
uates until after the matching program results 
are announced on March 16, 1959. 


The foregoing is an important policy change re- 
garding the participation of this group in the 
matching program. 


Warp Dartey, M.D. 

National Intern Matching Program, Inc. 
2530 Ridge Ave. 

Evanston, Ill. 


PARALYSIS AFTER POLIOMYELITIS 
VACCINATION 


To the Editor:—The National Foundation for In- 
fantile Paralysis is keenly interested in assembling 
all available information about paralytic disease 
that appears in individuals triply vaccinated against 
poliomyelitis. Certain cases doubtless represent 
failures to achieve the desired immunological re- 
sponse. Others, however, may be associated with 
infections by other enteroviruses and not by one 
of the three known types of poliovirus. 

For the entire country, in 1957, over 200 cases 
of paralytic disease occurring in triply vaccinated 
subjects were reported as poliomyelitis. Laboratory 
verification of the diagnosis in many of these cases 
was lacking, because stool and serum specimens 
were not obtained or were collected too late. Ac- 
cordingly, plans are being formulated to insure that 
during 1958 uniformly comprehensive laboratory 
examinations will be made in the case of all such 
apparent failures of the Salk vaccine. 

Since chapter chairmen and state representatives 
of the National Foundation for Infantile Paralysis 
are usually among the first to learn about all new 
cases of paraytic poliomyelitis, an effort will be 
made through them to obtain specimens suitable 
for laboratory study. Dr. Jonas E. Salk has con- 
sented to have the necessary virus isolations and 
antibody titrations carried out in his own labora- 


tory. If virus laboratory facilities are available loc- 
ally, duplicate specimens should be collected for 
the local laboratory and for Dr. Salk. 

It is important that complete laboratory studies 
be made on all triply vaccinated persons who suffer 
paralytic disease in 1958 and that practicing physi- 
cians support this important undertaking. 


Tuomas M. Rivers, M.D. 

The National Foundation for Infantile 
Paralysis, Inc. 

301 E. 42nd St. 

New York 17. 


BLOOD FINDINGS IN NORMAL WOMEN 


To the Editor:—The paper by Judy and Price en- 
titled “Hemoglobin Level and Red Blood Cell 
Count Findings in Normal Women,” (J. A. M. A. 
167:563-566 [May 31] 1958) is of great interest. Es- 
tablishing normal values is an important but a very 
difficult task. The authors indicate that their stim- 
ulus for undertaking the study came from their 
frustration in attempts “to bring hemoglobin level 
and red blood cell count on women up to the pre- 
viously established standards of 14 Gm. and of 
4,800,000.” This led them to question the generally 
accepted normal values for blood counts of women. 
While it is, indeed, futile to attempt to raise every 
patient’s hemoglobin level to the average, this is 
inherent in the concept of the average and does not 
appear to me to be a reason to challenge the va- 
lidity of the established mean. 

Nonetheless, as methods improve, periodic re- 
evaluation of the established means becomes very 
desirable. Such reevaluation must not rest, however, 
merely on the study of increased numbers of pa- 
tients but rather on the use of more accurately 
standardized techniques and more careful selection 
of normal subjects. It is, therefore, disappointing 
to find that the authors’ hemoglobin determinations 
have been carried out with no better standard than 
standardization against the photoelectric colorim- 
eter at a local hospital. It is not stated how the 
photoelectric colorimeter at the local hospital was 
standardized. Even if the colorimeter against which 
the authors’ was standardized was accurate, second- 
ary standards can hardly be considered acceptable 
as the cornerstone for revision of norms of hemo- 
globin values. The instrument used should be 
standardized repeatedly. Standards should consist 
of available cyanmethemoglobin solutions or blood 
samples, the hemoglobin content of which has 
been determined by oxygen capacity or iron con- 
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tent determination. Similarly, calibrated Thoma 
diluting pipets or dilution in calibrated volu- 
metric glassware must be used for the red blood cell 
counts. 

In setting up norms, it is not only necessary that 
carefully calibrated equipment be used but also 
that all the subjects studied are indeed normal. 
From this point of view the fact that the authors’ 
group of “physiological variants” has significantly 
lower hemoglobin values and red blood cell counts 
suggests that this group may be heavily contam- 
inated with mildly iron-deficient subjects. The 
symptoms of mild iron deficiency are precisely 
those ascribed by the authors to “anxiety, tension, 
and fatigue.” 

One is therefore led to question whether the 
results reported by Judy and Price, widely discrep- 
ant from those of most other investigators and from 
our own, with carefully calibrated equipment, are 
not the result of (1) inadequate calibration and/or 
(2) inclusion of abnormal patients in the group 
surveyed. Errors of this sort are not, of course, re- 
duced by increasing the number of subjects studied 
or by any type of statistical analysis of the data. 
Further studies would certainly be indicated before 
we revise our standards for normal blood counts 
for women. 

Ernest Beutier, M.D. 
University of Chicago 
Chicago 37. 


TEST FOR SYSTEMIC LUPUS 
ERYTHEMATOSUS 


To the Editor:—An article entitled “Evaluation of 
Simple Precipitation Test for Systemic Lupus 
Erythematosus,” by Jones and Thompson, appeared 
in the March 22 issue of THE JouRNAL, pages 1424- 
1428. We have been interested for several years, 
in this laboratory, in diagnostic tests for systemic 
lupus erythematosus, and we have available 
a large and varied clinical material with which to 
test such techniques. The Jones and Thompson 
test has been employed on a series of 112 blood 
samples from 95 patients from the wards and clinics 
of the Mount Sinai Hospital. 

This group included 35 patients with rheumatic 
diseases (18 with systemic lupus erythematosus ), 
7 patients with dysproteinema (gross elevation of 
one or more globulin components ), and a total of 
52 control subjects. It should be noted that none 
of these control subjects could be considered 
“normal”; all were hospital patients. In each of the 
35 persons with rheumatic disease, repeated I. E. 
cell tests had been performed; these tests were 
always negative in all except the 18 patients with 
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systemic lupus erythematosus and one suffering 
from a lupus-like reaction to hydralazine hydro- 
chloride. The results are shown in the table. 

These results are in general agreement with 
those of Jones and Thompson. A high proportion 
of positive tests was found in three groups: systemic 
lupus erythematosus, rheumatoid arthritis, and 
dysproteinemias. (The patients with rheumatoid 
arthritis here tested represented a selected group; 
all had high titers by the latex fixation test of Plotz 
and Singer.) It is apparent, however, that the p- 
toluenesulfonic acid test could not serve as a major 
diagnostic criterion for systemic lupus erythemato- 
sus without conflicting seriously with other, more 
conventional, diagnostic methods. 

Abnormalities of serum proteins are a feature of 
systemic lupus erythematosus. Gross physical and 
chemical changes distinguish this disease (and, to 
a lesser extent, rheumatoid arthritis too) from other 
of the “rheumatic diseases.” Phenomena which 


Results of L.E. Tests in Patients from Mt. Sinai Hospital 


Speci- Results 
Cases, mens, — 
Diagnosis No. No. 4+ 3+ 24 14+or0 

Rheumatoid arthritis .......... 7 7 1 2 2 2 
Hydralazine lupus ............. 1 2 0 0 1 1 
Other rheumatic diseases ...... 9 10 0 2 2 6 
Systemic lupus erythematosus . 18 25 1 4 8 12 
5 6 2 0 2 2 
Macroglobulinemia 

(Waldenstrém) .............. 1 1 1 0 0 
1 1 1 0 0 0 

Total dysproteinemia ........ 7 8 1 2 2 
Acquired 

hypogammaglobulinemia .... 2 3 0 0 0 3 
Leukemia and lymphoma ...... 9 10 0 0 2 8 
Myasthenia gravis ............. 10 10 0 0 1 9 
Miscellaneous control .......... 31 37 0 0 7 30 

Total control (exeluding 

dysproteinemia and 
rheumatie diseases) ........ 52 60 0 0 10 OO 


have been noted to a greater extent in systemic 
lupus erythematosus than in other rheumatic dis- 
eases are the following: hypergammaglobulinemia, 
positive cephalin-cholesterol flocculation, and posi- 
tive thymol turbidity. Such phenomena are also 
often noted in liver disease and in multiple mye- 
loma. They are, of course, not specific, but indicate, 
in a crude way, disturbance of the serum globulin 
pattern. The pattern of reactions observed with the 
Jones and Thompson technique, both by those 
authors and by us, suggests that it in all proba- 
bility belongs to this group of nonspecific reactions. 
It is not a simple measure of gamma globulin; 
gamma globulin determinations, in our cases as in 
those of Jones and Thompson, fail to show any 
significant correlation with the p-toluenesulfonic 
acid flocculation. 

More specific indicators of the peculiar biochemi- 
cal abnormalities of systemic lupus erythematosus 
are the methods used for the detection of the L. E. 
cell factor, of the material responsible for chronic 
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false-positive serologic tests for syphilis, and for 
the unusual circulating anticoagulant of systemic 
lupus erythematosus. In these cases the abnormality 
is pinpointed by its biological activity; although 
specific chemical abnormalities undoubtedly exist, 
presently available methods are not sufficiently 
subtle to define them. 

In conclusion, the evidence, both from the data 
of Jones and Thompson and from our own, is that 
the test described defines a nonspecific imbalance 
among the serum globulins, perhaps comparable 
to that defined by the Hanger cephalin-cholesterol 
flocculation. Although the Jones and Thompson 
test is frequently positive in patients with systemic 
lupus erythematosus, its specificity and sensitivity 
are not great enough to warrant its use as a routine 
diagnostic method in this disease. 


STANLEY L. Lee, M.D. 
FLORENCE SCHULTZ, B.A. 

Fifth Avenue and 100th Street. 
New York 29. 


EXPERIENCE WITH USE OF GAMMA 
GLOBULIN IN PREVENTION OF 
VIRAL HEPATITIS 


To the Editor:—In a previous issue of THE JOURNAL 
(143:631-634 [June 17] 1950) certain apparent 
virus hepatitis problems among persons who were 
engaged in working with human blood, plasma, 
etc., at Cutter Laboratories were discussed. In 
order to try and control this problem, all personnel 
handling blood or fractions during processing 
were started on a program of gamma globulin 
injections. This was an empirical program, and it 
was begun in 1949. The procedure was to inject 
each worker every five weeks with globulin. Ini- 
tially each dose was 20 cc. This has gradually been 
decreased to the present dose of 10 cc. The entire 
program has been in effect just a few months less 
than nine years. The number of employees receiv- 
ing globulin has varied from 50 to 75. Approxi- 
mately 14 people have been on this program since 
its Origin. 

In the four years prior to the beginning of the 
globulin administration program there had been 
seven Clinical cases of jaundice in people working 
with human blood or its derivatives in processing. 
Since the beginning of the program of globulin 
injection, no case of jaundice with or without 
recognizable hepatitis has occurred in this group 
of workers. The criteria of diagnosis have not been 
changed in the interim. These results suggest cer- 
tain possibilities in blood transfusions, particularly 
where the incidence of post-transfusion infection 


is high. 
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While as yet it is not possible to say whether the 
previous cases of hepatitis were due to IH or SH 
virus, it was thought that the experience thus far 
should be reported. There have been no medical 
problems which could be traced to the injection or 
repeated injection of gamma globulin. Our experi- 
ence has been limited to the use of gamma globulin 
fractionated from fresh human plasma using the 
Cohn alcohol technique. 


WattTer E. Warp, Ph.D., M.D. 
Fourth and Parker Sts. 
Berkeley 10, Calif. 


THREE GENERATIONS OF DOCTORS 


To the Editor:—Frequently there are successive 
generations of doctors in the same family, but, as 
a rule, they do not practice in the home town. 
Often one or more practice elsewhere. With the 
death of my father, Dr. Raymond R. Root, on April 
3, there came to an end years of continual medical 
service, virtually in one community, by doctors 
bearing the name of Root. For over 131 years there 
was always one doctor available by the name of 
Root, and for many years there were two of that 
name in practice at the same time. 

Dr. Martin Root began practice in Byfield, a 
small town some 30 miles from Boston, in March, 
1827. The first entry in his daybook was on March 
12 of that year. The records show that his usual 
fee was 25 cents, treatment and medicine being pro- 
vided. This statement appears in the book “The 
Story of Byfield,” published in 1904, and there is 
also a statement “that the doctor's books show 
thousands of dollars of service rendered for which 
he never received any material compensation. Also 
for over 50 years he responded to every call 
by night or by day.” In the book mentioned 
he was referred to as the Good Doctor. He died 
in 1880. 

While Dr. Martin Root was still active, his son, 
Dr. Richmond B. Root, opened an office in George- 
town, their offices being only about two miles 
apart, so they covered virtually the same locality. 
He died in 1930, but while he was still active in his 
practice his son, Dr. Raymond R. Root, also opened 
an office in Georgetown and practiced until shortly 
before his recent death. 

So the three Root doctors practiced their pro- 
fession for a little over 131 years in virtually the 
same town. 

Motty Root TayLor 
North Street 
Georgetown, Mass. 
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Hemolytic Anemia in Infectious Mononucleosis. 
T. Hortemo. Nord. med. 59:468-469 (March 27) 1958 
(In Norwegian) [Stockholm]. 


In Hortemo’s typical case of infectious mono- 
nucleosis, in a woman aged 20 years, with pharyn- 
gitis, inflammation of cervical lymph nodes, and 
enlarged spleen together with a characteristic blood 
picture, there was, in addition to the mononucleo- 
sis and probably due to it, an acute hemolytic 
anemia with high fever and reticulocytosis, marked 
hemolysis in the serum, and positive Schlesinger 
reaction in the urine. Treatment with 30 mg. of 
prednisolone daily was applied. The patient be- 
came afebrile within 24 hours, the reticulocytosis 
gradually fell to normal levels, and the general con- 
dition improved. The prednisolone therapy was 
continued in decreasing doses until the patient was 
discharged after 4 weeks, when the hemoglobin 
level was normal. 


Miliary Tuberculosis: A Review of 68 Adult Patients 
Admitted to a Municipal General Hospital. J. P. 
Biehl. Am. Rev. Tuberc. 77:605-622 (April) 1958 
[New York]. 


The author reports on 47 men and 21 women 
patients, between the ages of 20 and over 70 years, 
with miliary tuberculosis who were treated at the 
Cincinnati General Hospital between 1951 and 
1956. Twenty-eight (41%) of the patients were 60 
years or older. There were 10 white patients and 58 
Negroes. Twenty (30%) of the 68 patients had tu- 
berculous meningitis in addition to miliary tuber- 
culosis. Active tuberculosis, other than miliary and 
meningeal, was recognized clinically in only 22 
(about 33%) of the patients. The skin reaction to 
tuberculin was tested in 26 of the patients close to 
the time of admission to the hospital, and hyper- 
sensitivity was observed in only 16 (61%). Forty- 
three of 46 patients with miliary tuberculosis and 
without meningeal involvement had normal leuko- 
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cyte counts. Miliary lesions were not revealed by the 
chest roentgenograms in 6 patients. Nodular lesions 
were shown on the roentgenograms of the remain- 
ing 62 patients. These lesions were indistinguishable 
roentgenographically from the miliary lesions pro- 
duced by numerous other causes. An attempt to 
establish the diagnosis of miliary tuberculosis either 
by the detection of Mycobacterium tuberculosis or 
by the demonstration of a grossly caseous granu- 
lomatous lesion was made in 59 patients; it was 
successful in 49 (83%) in whom cultures and micro- 
scopic examinations of specimens of sputum, gastric 
washings, urine, cerebrospinal fluid, bone marrow 
aspirates, and serosal exudates were used for isola- 
tion of the pathogenic agent. Biopsy of a liver speci- 
men was used for the detection of caseous miliary 
granuloma. 

Of the 68 patients, 55 received antimicrobial 
therapy and 13 did not. Ten of the 55 patients were 
given streptomycin in doses of 1 to 2 Gm. combined 
with aminosalicylic acid (PAS) in doses of 12 Gm. 
daily; the remaining 45 patients received isoniazid 
combined with streptomycin, and 26 of these pa- 
tients also were given 5 mg. of pyridoxine per kilo- 
gram of body weight daily in order to prevent pe- 
ripheral neuritis, a common side-effect of isoniazid 
when given in doses exceeding 400 mg. daily. 
Chemotherapy was never deliberately discontinued 
before 6 months. Twenty-four patients were treated 
for 1 to 2% years. Four of the 10 patients treated 
with streptomycin combined with aminosalicylic 
acid died, and 22 of the 45 treated with isoniazid 
and streptomycin died. Eleven of 29 patients with 
miliary tuberculosis without meningitis died, de- 
spite combined therapy with streptomycin and 
isoniazid. Only 5 patients died after 1 month of 
therapy, and death was primarily due to causes 
other than miliary tuberculosis. Two patients had 
relapses. One relapse occurred several years after 
apparent cure of the first episode; the other oc- 
curred in a patient who refused regular therapy 
and in whom tuberculous meningitis developed 19 
months after intermittent chemotherapy. 

These observations suggest that there is an in- 
creased incidence of miliary tuberculosis in persons 
of advanced age and in Negroes, and that miliary 
tuberculosis is commonly not associated with de- 
tectable tuberculosis elsewhere in the patient. The 
diagnosis of miliary tuberculosis seldom is sug- 
gested by routine examination; it is strongly sug- 
gested by chest roentgenograms revealing miliary 
nodulation. The main differential possibilities in 
the adult are tuberculosis, sarcoidosis, and silicosis. 
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Further diagnostic aids are culture of pulmonary 
secretions and urine and biopsy of suggestive dis- 
seminated lesions. Proof may be achieved bacterio- 
logically or by the finding of gross caseation. Biopsy 
of a liver specimen may be of value in confirming 
the granulomatous nature of this disease; it is 
seldom diagnostic per se. Therapy should be di- 
rected toward the miliary process and to the under- 
lying caseous process from which it originated. 
This process commonly is not apparent clinically. 
Therapy is successful according to the extent of 
the disease. Most of those not surviving will die 
within the first month. Relapse does not occur dur- 
ing adequate chemotherapy. A _ relatively poor 
prognosis is indicated in those patients who also 
have fibrocaseous pulmonary tuberculosis and_ is 
suggested in those failing to show hypersensitivity 
to tuberculin. 


Liver Impairment in the Obese. J. O. Westwater 
and D. Fainer. Gastroenterology 34:686-693 (April) 
1958 [Baltimore]. 


Mortality studies from insurance companies indi- 
cate ample justification for viewing obesity as a 
serious disease, particularly in men. The mortality 
of obese persons in aggregate has been reported as 
150% of the expected rate. While cardiovascular- 
renal disease accounted for 50% of all deaths in the 
obese group, the mortality from cirrhosis of the liver 
was 249% of the expected rate in obese men and 
147% in obese women. The authors report studies 
on 18 obese patients, none of whom had a history of 
a disease which might cause liver damage. The pa- 
tients ranged from 28 to 68 years of age and had 
been obese for 6 to 30 years; the degree of obesity 
varied from 25 to 110% above ideal weights. Liver 
function tests indicated abnormalities in all but 1. 
Bromsulphalein retention was the most consistently 
abnormal test. Needle biopsy of the liver was per- 
formed in 12 patients. All but 1 had abnormal histo- 
logical findings. Eleven of 17 patients had the 
diabetic type of glucose tolerance test. There was 
no correlation between the degree of liver im- 
pairment and an abnormal glucose tolerance test. 
Weight reduction was associated with reduction in 
liver impairment. 


On the Mechanism of Overproduction of Uric Acid 
in Patients with Primary Gout. |. B. Wyngaarden, 
A. E. Blair and L. Hilley. J. Clin. Invest. 37:579-590 
(April) 1958 [New York]. 


Since the mechanism of overproduction of uric 
acid in primary gout has not been defined in detail, 
it was decided to investigate the incorporation of 
radioactive glycine (glycine-1-C'*) into various 
urinary purine bases and to compare enrichment 
patterns with those of uric acid determined simul- 
taneously. From such comparisons, information was 
sought regarding purine intermediates involved in 
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normal and abnormal uric acid production. Pro- 
cedures are described for isolation from urine of 
hypoxanthine, xanthine, adenine, guanine, 7-methyl- 
guanine, and 7-methyl-8-hydroxyguanine in crys- 
talline form suitable for measurement of radioactive 
carbon (C'*) content. These purine bases were 
isolated after administration of glycine-1-C'* to 
control subjects and patients with primary gout or 
myeloid metaplasia. Specific activity values were 
compared with those of uric acid over variable 
periods of time in normal subjects and in patients 
with disorders of purine metabolism. Two major 
mechanisms exist by which uric acid is generated in 
man. In addition to the traditional reactions by 
which catabolism of nucleic acids gives rise to 
purine bases susceptible to subsequent conversion 
to uric acid, there appear to be nucleotide cleavage 
reactions which yield highly labeled purine bases 
in urine within hours after administration of glycine- 
1-C™. 

It is suggested that in normal and gouty subjects 
the synthesis of labeled uric acid from glycine-1-C "* 
occurred primarily via the “shunt” mechanism; in 
contrast, in the patient with myeloid metaplasia a 
second mechanism, presumably that of augmented 
nucleic acid turnover, accounted for the late (second 
week) synthesis of considerable additional labeled 
uric acid. On the basis of the patterns of labeling 
of urinary purines in patients with primary gout, 
and a comparison of these patterns with the initial 
purine labeling pattern of a patient with myeloid 
metaplasia and generalized overproduction of nu- 
cleotides, it is believed that patients with primary 
gout may also have faulty regulation of rates of 
nucleotide synthesis, and that in these patients, in 
contrast to those with myeloproliferative disorders, 
excessive purine nucleotide synthesis is followed by 
rapid conversion of surplus purine bases to uric 
acid. The data suggest that several purine nucleo- 
tides may be involved in the derangement of purine 
metabolism of primary gout. 


Evaluation of Influenza Vaccine in an Explosive 
Epidemic of Mixed Etiology. ]. E. Salk and A. J. 
Rapalski. U.S. Armed Forces M. J. 9:469-478 (April) 
1958 | Washington, D. C.]. 


A series of studies of influenza and influenza-like 
disease have been in continuous progress at Fort 
Dix, N. J., since the fall of 1947. Information has 
been gathered relating to the problem of vaccina- 
tion against influenza and to the broader problem 
of the etiology of influenza-like respiratory disease. 
This report is concerned with a sharp outbreak of 
“influenza” in the recruit training center at Fort 
Dix in January, February, and March, 1951. Sero- 
logic studies indicated that it was caused by the 
almost simultaneous activity of influenza virus, 
type A, and another etiological agent that seemed 
to behave like an adenovirus. If no serologic studies 
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had been made, it would not have been known that 
during the height of the epidemic only about a third 
of the infections were caused by influenza virus, 
type A. Consideration of clinical rather than sero- 
logic data would have resulted in the conclusion 
that the vaccine had essentially no effect, whereas, 
in fact, a single 1-ml. dose of vaccine, containing 
500 CCA units of the Type A strain (PR8, FM1, 
and Cuppett), reduced by more than 70% the fre- 
quency of hospital admissions for influenza due to 
type A virus. The data obtained indicate that com- 
plete control of influenza and influenza-like ill- 
nesses, in military recruits at least, requires a com- 
bined vaccine that includes not only the influenza 
viruses but also those responsible for the clinically 
indistinguishable illnesses that can occur independ- 
ently or simultaneously with influenza virus out- 
breaks. 


Anti-Streptolysin O Titre in Rheumatic Carditis. 
E. N. Chamberlain, C. A. S$. Hill and S. Cope. Brit. 
Heart J. 20:183-190 (April) 1958 [London]. 


The serum antistreptolysin-O titer was studied 
over a period of several years in 72 children and 
adolescents, between the ages of 5 and 18 years, 
with manifestations of the rheumatic state and in 
18 controls without any organic disease or with 
valvular disease of the heart but without evidence 
of recent rheumatic activity or streptococcic infec- 
tion. The upper limit of a normal antistreptolysin- 
O titer has been regarded as 200 units, but occa- 
sional levels of 250 units were found in apparently 
healthy children. The highest titer occurred in 
patients with rheumatic fever associated with joint 
manifestations. Patients with carditis alone did not 
show very high titers, although these were, in gen- 
eral, above normal limits. Antistreptolysin-O titer 
values ranging from a normal 12 to a moderate rise 
of 350 were noted in 11 patients in whom there 
was no evidence of rheumatic fever or active cardi- 
tis but who had fever that was attributed either to 
a respiratory infection or to some unknown cause. 
It was difficult to identify the nature of the infection 
in these patients and the possibility of some strep- 
tococcic invasion could scarcely be excluded by a 
clinical examination. The findings in this group 
show that a moderate rise in antistreptolysin-O 
titer does not prove a rheumatic origin. In none of 
§ patients with cardiac failure, which was precipi- 
tated by bronchitis in 5 and by rheumatic carditis 
in 3, did the authors observe any significant change 
in the antistreptolysin-O titer because of the pres- 
ence of cardiac failure. 

The study of the antistreptolysin-O titer levels 
over a prolonged period was made, because it was 
felt that it might be of value in helping to assess 
the evidence of activity in carditis, an increasingly 
important diagnosis to make in studying the natural 
history of rheumatic valvular heart disease, with 
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the occasional possibility of surgical treatment. The 
reported results did not indicate that the anti- 
streptolysin-O values directly help toward this end, 
although they showed that the highest values have 
been found in patients with rheumatic fever and 
articular manifestations. It is common knowledge 
that carditis may make its appearance during this 
active stage of rheumatic fever, i. e., at the time 
when the antistreptolysin-O titer is raised. The 
presence of a normal titer might, therefore, reason- 
ably be considered as evidence against the presence 
of active carditis. On the other hand, when non- 
cardiac manifestations of rheumatic fever were ab- 
sent, the titer was never very high, even though the 
heart was involved, but the titer also was never 
normal; thus, again the presence of a completely 
normal titer weighs against the diagnosis of active 
carditis. The reason for a great rise of antistreptoly- 
sin-O titer in patients with rheumatic fever with 
joint manifestations, with a much less significant 
rise in those with carditis, is not clear, but the pos- 
sibility that a separate antigen-antibody reaction is 
responsible for the heart lesion might account for 
lower antistreptolysin-O titer values than when the 
joints are affected. 


Heredity, Environment, and Serum Cholesterol: A 
Study of 201 Healthy Families. L. E. Schaefer, D. 
Adlersberg and A. G. Steinberg. Circulation 17:537- 
542 (April) [Part 1] 1958 [New York]. 


Evidence is increasing that genetic factors are 
important in determining the serum cholesterol 
concentration at both normal and elevated levels. 
In investigating the genetic control of serum cho- 
lesterol level, 1,236 healthy persons, including 775 
members of 201 families, were studied. Analysis of 
the data derived from this study indicates that 
there is an important genetic component in the 
determination of serum cholesterol level in healthy 
persons: the gene is probably not sex-linked. While 
the genetic determination of serum cholesterol and 
other lipid levels does not exclude the possibility 
and probability that environmental factors may be 
effective in influencing the serum cholesterol level, 
they appear to play a less important role than 
genetic factors. 

The observations presented in this report sug- 
gest the necessity for revising the definition of 
hypercholesteremia. Because of the role of age and 
sex in regulating cholesterol levels, it is apparent 
that average and “hypercholesteremic” standards 
must be computed for the population sample under 
study and corrected for age and sex. With the estab- 
lishment of adequate standards, accurate screening 
of the population for persons who have an increased 
tendency to the development of hypercholester- 
emia becomes feasible. Members of hypercholes- 
teremic families may be identified early in life and 
kept under medical supervision. Obesity should be 
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controlled. The steady use of a low-fat diet, in line 
with present thinking, is probably justified. As in 
other inherited metabolic faults (diabetes, gout), 
control of abnormal lipid metabolism will be de- 
veloped with better understanding of the metabolic 
error involved. Such therapeutic possibilities may 
include dietary regulation, hormones, and other 


drugs. 


Diabetes Mellitus Without Glucosuria: Partial or 
Hidden Diabetes. |. Pedersen, E. Séndergaard and 
N. I. Nissen. Ugeskr. laeger 120:395-405 (March 27) 
1958 (In Danish) [Copenhagen]. 


In 40 patients, aged from 36 to 81 vears, in whom 
24-hour specimens of urine gave negative Tes-Tape 
reactions but in whom, because of family history, 
present illness, or appearance, diabetes might be 
expected or anticipated, the fasting blood sugar was 
examined several times and, in addition, 1 or more 
glucose tolerance tests were made. The 24-hour 
blood sugar was also examined. Eight patients were 
found to have diabetes, 12 were observed for dia- 
betes, 20 were nondiabetic. Of the patients with 
diabetes and those observed for diabetes, 3 and 4, 
respectively, showed no glycosuria on the glucose 
tolerance tests. Because of aglycosuria, patients 
with partial or hidden diabetes present few and 
not characteristic symptoms of diabetes. Blood 
sugar determinations should be carried out to a 
greater extent in patients without glycosuria. The 
diagnosis of diabetes without glycosuria will allow 
institution of treatment of diabetes earlier than 
would otherwise occur. The importance of pro- 
phylactic treatment of the patients observed for 
diabetes is especially stressed. The concept “mild 
diabetes” in patients without glycosuria or with 
slight glycosuria should be abandoned, as it may 
hinder the treatment of some patients with con- 
siderable hyperglycemia. 


Treatment of Hyperch with Nicotinic 
Acid. R. W. P. Achor, K. G. Berge, N. W. Barker 
and B. F. McKinzie. Circulation 17:497-504 (April) 
[Part 1] 1958 [New York]. 


This paper reports experiences with the use of 
nicotinic acid as a means of lowering increased con- 
centrations of blood lipids. Patients were selected 
for this study if their plasma cholesterol level was 
consistently higher than 250 mg. per 100 cc. before 
treatment with nicotinic acid. They were observed 
as outpatients at monthly intervals, or more fre- 
quently if necessary. Initially, all patients were 
given 3 Gm. of nicotinic acid daily, usually on a 
schedule of 2 capsules (1 Gm.) 3 times daily with 
meals. After 6 months of treatment, placebo cap- 
sules were substituted for an additional 3 months, 
and then another 3-month period of nicotinic acid 
therapy was reinstituted, thus completing a year 
of study. At this time, a change was made in either 
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the dosage of the drug or the fat content of the 
diet. Observations on 33 patients with hypocholes- 
terolemia revealed that nicotinic acid significantly 
reduced the concentration of plasma cholesterol, 
total lipids, and serum beta-lipoprotein cholesterol. 
A distinct relationship between dose and effect was 
demonstrated for individual patients as well as for 
the group. 

By using nicotinic acid in amounts of 3 Gm. per 
day and by increasing this dose as needed, three- 
fourths or more of the patients with hypercholes- 
terolemia obtained a satisfactory decrease of their 
blood lipids. Thus far, 6 Gm. of nicotinic acid daily 
was the largest amount used. Persons with higher 
initial concentrations of cholesterol in the plasma 
usually obtained a greater response to treatment 
than did those whose values were lower before 
treatment. As a group, women had a considerably 
better result than did men. Severe cutaneous flush- 
ing and pruritus occurred in many patients at the 
onset of treatment, but usually subsided rapidly. 
Nearly all patients experienced subjective improve- 
ment in well-being. Angina pectoris never increased 
but often lessened during treatment. Two patients 
died suddenly as a result of atherosclerotic heart 
disease during the period of placebo administra- 
tion, and another sustained an acute myocardial 
infarction while on treatment with nicotinic acid. 
Therefore, while this form of treatment appears 
safe, further observations will be necessary to verify 
this impression. Further investigation, especially 
comparative studies with other forms of therapy, is 
needed before the proper role can be assigned to 
such use of nicotinic acid. 


Glandular Fever: A Field Study. F. G. Hobson, B. 
Lawson and M. Wigfield. Brit. M. J. 1:845-852 
(April 12) 1958 [London]. 


Of 1,156 persons who were examined in a field 
study in the Oxford area of England between July, 
1954, and December, 1956, 498 were suspected on 
clinical grounds of having glandular fever and 658 
were contacts. The term “glandular fever,” instead 
of the possibly misleading term “infectious mono- 
nucleosis,” is used on purpose by the authors to 
indicate that, in the absence of any known cause, 
the disease state so described must be considered 
primarily as a clinical entity. The Paul—Bunnell 
test was performed on blood samples from the 498 
patients; 242 had a positive reaction to the test, 100 
had a negative reaction but had abnormal hemato- 
logical findings, and in 156 the doubtful abnormal 
hematological findings or the clinical manifestations 
were due to other causes. The Paul-Bunnell test, in 
conjunction with the white blood cell count and 
the presence in the peripheral blood of significant 
numbers of the 3 types of atypical “leukocytoid” 
lymphocytes (described by Downey and McKinlay 
in 1923 and referred to collectively as “glandular 
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fever cells”), separated the patients with glandular 
fever into 2 groups with possibly distinct disease 
states. These groups were the seronegative and the 
seropositive, distinguishable as regards onset, symp- 
toms, and clinical signs only in retrospect; the sero- 
positive cases tended to be the more severe. 

There were notable differences in the seasonal 
trends and in the age and sex incidence of the 2 
disease states. The patients with a positive reaction 
to the Paul-Bunnell test showed a rapid increase 
in incidence between the ages of 20 and 29 vears, 
followed by a rapid fall, and the patients with a 
negative reaction to the test and positive hemato- 
logical findings showed the highest incidence up 
to the age of 9 years, with a steady fall thereafter. 
The sex distribution among the patients with a 
positive reaction to the Paul-Bunnell test was equal 
for males and females, but males predominated in 
a ratio of 2:1 among those with a negative reaction 
to the test. There was an increase in incidence in 
the months of April to June among the patients 
with a positive reaction to the Paul-Bunnell test, 
but there were no regular seasonal changes, al- 
though occasional peaks were observed, among 
those with a negative reaction. The infectivity of 
either disease state was low, but the seronegative 
disease appeared to be the more infectious. A posi- 
tive reaction to the Paul-Bunnell test was found 
approximately twice as long as glandular fever cells 
were observed in the peripheral blood; a doubtful 
positive reaction to the test, too weak to titrate, 
was found to be significant and was associated 
either with an incipient phase or, more usually, 
with a regressive phase of the seropositive disease. 
In seropositive patients the glandular fever cells 
were present in significant numbers in the periph- 
eral blood about twice as long as in seronegative 
patients. 


Studies in Peripheral Arterial Occlusive Disease: 
III. Acute Arterial Occlusion. S. Wessler, S. G. 
Sheps, M. Gilbert and M. C. Sheps. Circulation 17: 
512-525 (April) [Part 1] 1958 [New York]. 


This study of acute peripheral arterial occlusion 
was based on material obtained from 5 sources: 
(1) clinical information from 75 patients hospital- 
ized with acute arterial occlusion of a lower ex- 
tremity; (2) pathological examination by a special 
injection and dissection technique of 105 legs am- 
putated for vascular or nonvascular disease; (3) 
arteriographic observations on the lower limbs of 
52 cadavers; (4) autopsy studies of 9 patients who 
died in the hospital after acute occlusion of a leg 
artery; and (5) data from an experimental investi- 
gation of acute femoral artery embolism in 30 
dogs. Eighty-eight per cent of the patients had 
clinically recognized heart disease. During the 
initial hospitalization 64% of the patients survived 
without a major amputation, 15% survived with a 
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major amputation, and 21% died (almost one-third 
in the first 24 hours). Among 56 survivors on whom 
follow-up information was available, the 5-year 
survival rate was 46% compared with 82% in a New 
England population of comparable age, sex, and 
race. 

Fresh occlusions were found in one-half of all 
legs amputated for arterial insufficiency and studied 
by the injection and dissection technique. In each 
amputated limb in which fresh arterial occlusions 
were found, propagation of clot was observed either 
distal to the most proximal clot in the extremity or 
distal to old occlusions or narrowing; the clots were 
multiple in 70% of the legs with fresh occlusions. 
In only 5% of the legs amputated for arterial in- 
sufficiency were fresh occlusions present without 
concomitant old occlusion, and in each such in- 
stance the fresh occlusion was more than 22 cm. in 
length and was present at the level of amputation. 
The clinical diagnosis of acute arterial occlusion 
was suspected in less than half of the patients in 
whose amputated legs fresh occlusions were dem- 
onstrated after injection and dissection of the ex- 
tremity. The clinical diagnosis of acute peripheral 
arterial occlusion was related to the total length 
of the fresh occlusions. If the fresh occlusions ex- 
ceeded 10 cm. in length in the resected specimen, 
the diagnosis was made in 94% of instances; if the 
fresh occlusions were less than 5 cm. in length, the 
diagnosis was made in only 10% of instances. Clin- 
ical, pathological, and experimental observations 
showed that clot fragmentation, clot lysis, and pre- 
formed interarterial anastomoses can compensate 
immediately for an acute arterial occlusion. Further 
increase in blood flow can occur within days to 
weeks after an acute occlusion through the gradual 
hypertrophy of anastomotic vessels that bypass 
occluded arteries. The autopsy material confirmed 
the high incidence of cardiac disease and recurrent 
thromboembolism. 

Acute occlusion of a leg artery usually reflects 
but 1 episode punctuating a recurrent process hav- 
ing its origin in the heart. It represents a medical 
emergency in which the threat to life is at least as 
great as the threat to limb. Thus, any diagnostic or 
therapeutic procedure that is designed to save a 
limb but that increases the risk to life is not justi- 
fied. It is neither feasible nor necessary to dis- 
tinguish between acute arterial embolism and 
thrombosis. Many acute occlusions, although not 
recognized clinically because of their small size, 
may nevertheless contribute to ischemia by their 
strategic location or by serving as a nidus for the 
propagation of clot. Embolectomy, when consid- 
ered in relation to the total clinical problem, is not 
recommended as the treatment of choice in the 
acute phase of the occlusive process, although its 
efficacy in individual cases is well documented. 
Evidence is inadequate to justify medical or sur- 
gical alterations in autonomic tone in the treat- 
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ment of organic arterial obstruction. Fibrinolytic 
agents may have a place in the early treatment of 
acute arterial occlusion, and bypass grafting may 
be of value in the management of residual ische- 
mia. The role of drugs in preserving or producing 
a normal sinus rhythm and of remedial cardiac 
surgery in diminishing the recurrence of systemic 
arterial emboli remains to be evaluated. Antico- 
agulant therapy, although not ideal, appears to 
offer promise of the greatest over-all benefit with 
the least risk. 


Systemic Lupus Erythematosus: A Complex Auto- 
Immune Disorder? W. Dameshek. Ann. Int. Med. 
48:707-730 (April) 1958 [| Lancaster, Pa.]. 


The author reports on 11 female patients, be- 
tween the ages of 10 and 61 years, with various 
hematological abnormalities. Four of the 11 pa- 
tients had “idiopathic” thrombocytopenic purpura, 
3 had autoimmune hemolytic anemia, 2 had auto- 
immune hemolytic anemia and “idiopathic” throm- 
bocytopenic purpura, 1 had a positive reaction to 
the serologic test for syphilis and pronounced leuko- 
penia and neutropenia, and 1 had a hemorrhagic 
disorder due to circulating anticoagulants. The 
hematological abnormalities observed in these pa- 
tients with systemic lupus erythematosus may be 
said to be just as representative of the disease as 
are the “onionskin” vascular lesions of lupus erythe- 
matosus in the small blood vessels of the removed 
spleen, the “wire-loop” lesions in the kidneys, or 
the vascular and “collagen” lesions elsewhere in the 
body. The various hematological abnormalities, in- 
cluding the L. E. factor, may be considered as 
“autoimmune in nature with the development of 
autoantibodies against various antigens in the blood 
cells or plasma. The L. E. factor is probably an 
abnormal autoantibody directed against a constitu- 
ent of the leukocyte nucleus. Other leukocytic anti- 
bodies may also occur in the course of the disease. 
If the various hematological lesions of systemic 
lupus erythematosus are considered to be “auto- 
immune,” it is likewise possible that the vascular 
lesions (vasculitis), with resultant skin lesions 
(lupus), arthritis, nephritis, pleuritis, and endo- 
carditis, may also be due to autoantibodies, but in 
this case directed against small blood vessels. The 
entire disease of systemic lupus erythematosus 
thus may be a complex of immunological disturb- 
ances affecting (1) blood cells and other blood con- 
stituents and (2) small blood vessels. The L. E. 
factor may be considered as only 1 of the immuno- 
logical abnormalities of lupus; thus, its lack in a 
given patient does not necessarily rule out the 
presence of the disease. 

In several of the patients in whom systemic lupus 
erythematosus was associated with thrombocyto- 
penic purpura, the latter condition was a prodrome 
of the systemic lupus and, consequently, every case 
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of idiopathic thrombocytopenic purpura in a young 
woman should be suspected of being lupus erythe- 
matosus. “Idiopathic” thrombocytopenic purpura 
need not be considered to be symptomatic of lupus, 
but simply as 1 part of the generalized disease. 
Combinations of idiopathic thrombocytopenic pur- 
pura with autoimmune hemolytic anemia are even 
more likely to be cases of lupus, whether other man- 
ifestations of systemic lupus are present. Dissemina- 
tion of the lupus process may be accelerated by 
splenectomy. The presence of complex mixtures of 
autoantibodies in systemic lupus erythematosus 
suggests that numerous antigens (perhaps altered 
blood cells, altered blood plasma constituents, or 
altered small blood vessels) are concerned. Since 
most of the patients with this disease are women, 
the possibility is present that development of anti- 
gen may take place in the menstruating endo- 
metrium. Here, at monthly intervals, alterations in 
blood cells, blood plasma constituents, and small 
blood vessels (spiral arteries) take place. In certain 
women these altered cells, plasma factors, and blood 
vessel constituents become autoantigenic, thus lead- 
ing to the formation of several types of autoanti- 
bodies against both blood constituents and small 
blood vessels, and thus to the complex disease 
known as systemic lupus erythematosus. The pe- 
riodic character of the menstrual cycle might well 
aid in autoantibody formation. Such a concept does 
not preclude the possibility of autoimmunization 


by other mechanisms, as in the relatively uncommon 
cases in male patients. 


SURGERY 


Functional Investigations After Pulmonary Resec- 
tions or Collapse Therapy in Tuberculous Children 
and Adolescents. H. D. Renovanz and A. F. Riebel. 
Chirurg 29:172-178 (April) 1958 (In German) 
[ Berlin]. 


There is no doubt that the exclusion of the tuber- 
culous process by means of collapse therapy or 
pulmonary resections is of value also in children. 
However, functional tests over prolonged periods 
are necessary to decide whether, although tubercu- 
losis is controlled by these measures, functional 
impairment of the respiratory and circulatory sys- 
tem is excessive. In this paper the authors are con- 
cerned with electrocardiographic, phonocardio- 
graphic, and spirographic studies on 51 children and 
adolescents who underwent resections and 25 pneu- 
monolyses to effect collapse. From 6 months to 8 
years had elapsed since these interventions. It was 
found that electrocardiographic changes were less 
frequent in children and adolescents than in adults. 
Phonocardiographic studies revealed increased pres- 
sure in the lesser circulation; this was indicated by 
a predominance of the second sound. Occasionally, 
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accidental murmurs could be heard as the result of 
adhesions and of traction on the large vessels and 
on the heart. Respiratory studies revealed that this 
function was not better in children and adolescents 
than it was in adults after pulmonary operations. 
The poorest results were obtained when postopera- 
tive adhesions were present, but poor functional 
results were observed also after prolonged collapse 
therapy. 

Apparently, children and young persons achieve a 
more adequate compensation for an estimated insuf- 
ficiency than is the case in adults. This better com- 
pensation is not necessarily spirometrically demon- 
strable. Comparative studies on unilateral and ba- 
lateral pneumothorax therapy revealed that the 
functional impairments with these forms of collapse 
therapy are not essentially different from those re- 
sulting from surgical measures. Thoracoplasty gives 
the poorest functional results. Decortication does 
not completely restore pulmonary function, because 
after prolonged collapse therapy the ventilatory 
function of the lung has become permanently im- 
paired. Additional control studies, particularly of 
the cardiovascular system, will be necessary to 
ascertain whether persons who have been operated 
on during childhood or adolescence will be more 
subject to cardiac and circulatory failures than is 
the case in those undergoing pulmonary surgery at 
more advanced ages. Nevertheless, because of the 
longer life expectancy of young persons, the pres- 
ence of an increased pressure in the lesser circula- 
tion, which was revealed by phonocardiographic 
studies, might lead to premature failure of the car- 
diovascular apparatus. This possibility is not com- 
pletely ruled out, even though the electrocardio- 
graphic changes are less pronounced in young 
persons than in adults after pulmonary surgery. It is 
suggested that collapse and resectional therapy 
should not be too extensive during childhood and 
adolescence. The expected advantages of removing 
the tuberculous focus should be evaluated against 
the possibility of functional impairment. 


Importance and Limitations of Pallidal Surgery for 
the Treatment of Parkinsonian Syndromes. |. Cam- 
bier. Presse méd. 66:602-604 (April 5) 1958 (In 
French) [Paris]. 


Earlier methods of surgical treatment designed to 
alleviate the symptoms of Parkinson’s disease have 
now given way to operations directed toward the 
gray nuclei and, more particularly, the globus 
pallidus. The first efforts in this direction, made 18 
years ago, showed that severance of the pallido- 
fugal fibers was effective but that it required a 
particularly severe operation involving the pene- 
tration of the third ventricle and the creation of a 
hypothalamic lesion. It was, therefore, considered 
too hazardous for the treatment of Parkinsonian 
syndromes. This condition was changed with the 
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introduction of new techniques which made it pos- 
sible to interrupt the extrapyramidal pathways by 
electrocoagulation of the pallidum through a tre- 
phine hole. Many surgeons have since turned their 
attention to this problem, and, although they all 
have the same end in view, several have worked 
out their own methods of approaching the pallidal 
region and of creating a limited lesion. The sta- 
tistics are still inadequate for any comparison be- 
tween these methods. Certain fundamental princi- 
ples that must be respected, whatever the method 
used, are: (1) the need for creating, with precision, 
a limited and localized lesion in a region of the 
nervous system that lies deep within the hemi- 
sphere and is surrounded by structures the preser- 
vation of which is essential; (2) the need for limiting 
the operative trauma as much as possible because 
of the particular fragility of the terrain; and (3) the 
need for carrying out the procedure, as far as pos- 
sible, on a conscious subject, so that the results 
obtained can be evaluated during the operation. 
Electrocoagulation is used by almost all French 
neurosurgeons, but other procedures, notably the 
injection of alcohol or some similar substance, have 
also been used successfully. 

The effect of the operation, which involves only 
a minimum of risk, is chiefly to reduce rigidity and 
tremor on the contralateral side. Other symptoms 
of the disease, especially akinesia, are less clearly 
influenced. Physiological senility, evidences of 
cerebral arteriosclerosis with a pseudobulbar state, 
significant vegetative disturbances, especially of a 
respiratory character, and the presence either of 
permanent psychic disturbances indicating  intel- 
lectual impairment, or of serious neurotic disturb- 
ances of an anxious or obsessional type are definite 
contraindications to operation. The state of depres- 
sion habitually found in patients with Parkinson's 
disease, on the other hand, is not necessarily a 
contraindication; in fact, operation is often followed 
by an improvement in the psychic condition of the 
patients that is out of proportion to the objective 
improvement in their neurological status. A uni- 
lateral operation on the side more severely affected 
is usually sufficient, but a_ bilateral operation, 
although slightly more hazardous, is fully justified 
in certain cases. 

The long-term prognosis is closely linked to the 
progressive character of Parkinson’s disease. Rigid- 
ity and tremor may reappear, usually in an attenu- 
ated form, shortly after the operation, but if the 
improvement secured by the operation lasts for 3 
or 4 months, it can generally be regarded as stable. 
Recurrences, in any case, can be treated by a second 
operation. It must be remembered, however, that 
the neurosurgical treatment of Parkinson's disease 
is palliative only, and that the alleviation of-rigidity 
and tremor, important as it is, does not constitute 
a cure, 
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Pallidotomy in Treatment of Parkinson’s Disease. 
J. Sanchez Juan. Rev. clin. espan. 68:155-160 (Feb. 
15) 1958 (In Spanish) [Madrid]. 


Pallidotomy was performed on 17 patients with 
Parkinson's disease. Obrador’s technique was em- 
ployed. The patients were between the ages of 40 
and 65 years. The duration of the disease varied be- 
tween 6 months and 24 years. The disease was 
presenile in 7 patients, had followed encephalitis 
in 4, was of syphilitic origin in 3, and was of un- 
known origin in 4. The treatment was given only 
to patients in good general condition and to those 
without fibromuscular, articular, or neurological 
disease, with the exception of 1 patient with kypho- 
sis and rigidity of the thorax. The operation was 
performed in 2 stages. The first stage consisted of 
trephining of a small orifice at the temporal region 
(either unilateral or bilateral) with the patient 
under local anesthesia, and the taking of an antero- 
posterior and a lateral pneumoencephalogram. The 
trephined orifice was located 3.5 cm. above the 
zygomatic process on the orbital line and 1 cm. in 
front of the biauricular plane. The cannula reached 
the globus pallidus 4.5 cm. below the cerebral cor- 
tex. The second stage was carried out 2 to 5 days 
after the pneumoencephalography. Injections of 


0.2-0.5 cc. of a 2% Novocain solution were given,” 


and a pallidotomy was performed with Obrador’s 
pallidotome. This instrument is provided with a 
needle for the injection of the Novocain solution 
and a steel loop wire for the production of the sub- 
cortical lesion. Excellent immediate results were 
obtained in 7 patients (disappearance of rigidity, 
tremor, spasm, and motor disorders). Good results 
were obtained in 6 patients (great diminution of 
both rigidity and tremor). The treatment failed in 
4 patients. The patient with kyphosis and rigidity 
of the thorax obtained a great improvement which 
lasted 6 days, after which she presented symptoms 
of atelactasis of the left lung, collapse, and death. 
The author concludes that instrumental pallidotomy 
is a simple operation and gives better results than 
other techniques employed in chemical destruction 
of the globus pallidus. 


Postpericardiotomy Syndrome Following Surgery 
for Nonrheumatic Heart Disease. T. Ito, M. A. Engle 
and H. P. Goldberg. Circulation 17:549-556 (April) 
[Part 1] 1958 [New York]. 


Widespread intracardiac surgery for patients with 
rheumatic heart disease has brought to medical 
attention a puzzling postoperative complication, 
usually designated the “poste issurotomy syn- 
drome” and often considered to represent reactiva- 
tion of rheumatic fever. The authors present his- 
tories of patients in whom an identical complication 
developed after intrapericardial surgery for con- 
genital heart disease. The syndrome was observed in 
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13 of 24 patients who underwent cardiac surgery 
that involved opening the pericardium. It devel- 
oped after transventricular and transarterial valvo- 
plasty for pulmonary stenosis, closure of septal 
defects, and exploration of the pericardium for 
inoperable congenital cardiac lesions. Although 
other factors may be important in the pathogenesis 
of this condition, the feature common to these oper- 
ations on nonrheumatic as well as rheumatic pa- 
tients was wide incision of the pericardium. This 
postoperative complication was not noted after 
other operations for congenital heart disease where- 
in the pericardium was not disturbed, nor was it 
found in patients in whom a small segment of 
pericardium was clamped to permit removal of the 
pericardial cyst. 

Since the condition appeared after pericardial in- 
cision, with or without cardiotomy or valvotomy, the 
term “postpericardiotomy syndrome” is suggested 
as more universally applicable for this postoperative 
complication. The syndrome is interpreted as a 
traumatic pericarditis, possibly a reaction to blood 
in the pericardial sac. The occurrence of this post- 
operative manifestation in nonrheumatic subjects 
is a compelling argument against the concept that 
the syndrome in patients with mitral valvotomy 
usually represents reactivation of rheumatic fever. 


The Treatment of Parotid Tumours in the Light of 
a Pathological Study of Parotidectomy Material. 
D. H. Patey and A. C. Thackray. Brit. J. Surg. 45: 
477-487 (March) 1958 [Bristol, England]. 


The authors adopted the policy of early explora- 
tion of parotid tumors with a view to parotidectomy. 
The standard operation was conservative paroti- 
dectomy, with conservation of the facial nerve. This 
was carried out in 68 of the 80 patients. In 6 of these 
the parotidectomy was partial, in 38 superfacial, 
and in 24 total. In 4 further cases conservation of 
the facial nerve was only partial. In 7 cases radical 
parotidectomy was carried out, with complete 
sacrifice of the facial nerve. The remaining patient 
required skin excision only for recurrence limited 
to the scar. Special methods of study included (a) 
complete serial sectioning of glands and their con- 
tained tumors and (b) “experimental enucleation” 
of encapsulated tumors from parotidectomy speci- 
mens, and examination of the tumor bed and of 
washings of the tumor surface. It appeared that the 
2 factors responsible for recurrence of primary 
mixed tumors after enucleation are the leaving 
behind of peripheral nodules and implantation. No 
evidence was found that multiplicity of tumor foci 
is a factor. 

The authors describe a method of growth of 
primary mixed tumors by phases of “focal infiltra- 
tion.” This feature is common in small tumors and 
explains the special frequency of recurrence after 
enucleation of small and early tumors noted by 
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McFarland, a finding which hitherto appeared 
anomalous. Recurrent mixed tumors are, as a rule, 
multiple, and implantation in the scar of the orig- 
inal incision is a common finding. Cylindromas and 
mucoepidermoid tumors are characteristically in- 
filtrating tumors. Adenolymphomas are usually mul- 
tiple and often bilateral. This multiplicity is the 
probable cause of the not infrequent recurrence 
noted after enucleation. Carcinoma is frequently 
superimposed on an inactive tumor of many years 
duration. Developed carcinomas tend to be highly 
malignant. An accurate diagnosis of the nature of 
a parotid tumor is usually impossible clinically. 
Preoperative biopsy of parotid tumors is, in general, 
undesirable as encouraging spread, and operative 
biopsy should be reserved for special cases. Parotid 
tumors are all best regarded and treated as malig- 
nant, or potentially malignant, and operated on 
early. The best treatment for most parotid tumors 
is some form of conservative parotidectomy, i. e.. 
parotidectomy with preservation of the facial nerve, 
but for infiltrating tumors resection or partial re- 
section of the facial nerve may occasionally be 
necessary. The exact procedure indicated can only 
be determined after wide operative exposure. 


Aneurysms of the Abdominal Aorta. C. Dubost and 
F. Chaubin. Arch. mal. coeur 51:172-183 (Feb.) 
1958 (In French) [Paris]. 


Aneurysms of the abdominal aorta are almost 
always due to atheroma; cases due to syphilis are 
exceptional. Surgical exploration is indicated in 
virtually all cases because a radical cure is often 
possible. The technique of excision, followed by 
replacement of the excised segment with a graft, 
first successfully carried out by the authors on 
March 29, 1951, has been standardized, and the 
results that can be obtained fully justify the pro- 
cedure. The diagnosis is often delayed, because 
the symptoms are not always clear but may resem- 
ble those caused by other conditions. Simple roent- 
genograms may provide useful information by 
showing the whole extent of the tumor, the calcare- 
ous ring around the sac, and calcified plaques in 
the vascular wall. Preoperative aortography is not 
necessary if the diagnosis is clear. It can, however, 
be used to obtain fairly exact information concern- 
ing the seat of the aneurysm, but it must be carried 
out with precision if it is to be free from danger. 
The exact limits of the aneurysm can only be de- 
termined at operation, because the extent to which 
the aorta is involved above and below the aneurys- 
mal sac cannot be seen in the films even when a 
contrast medium is used. Postoperative aortography 
is useful as a means of evaluating the quality and 
the permeability of a graft. 

The preoperative investigation of the patient 
should be exceptionally thorough, with compre- 
hensive blood studies and careful assessment of 


J.A.M.A., July 19, 1958 


the renal and cardiovascular status. Surgical ex- 
ploration is almost invariably indicated, because 
(1) the survival period for patients with aneurysms 
of the abdominal aorta is comparatively short, even 
when they are asymptomatic; (2) age is not a con- 
traindication to operation, and neither is hyper- 
tension, unless it is associated with severe cerebral 
and vascular complications; and (3) a history of 
past coronary disturbances, although common in 
these patients, does not justify abstention from sur- 
gery. The only definite contraindications are myo- 
cardial damage with heart failure, renal damage 
with azotemia, and a highly precarious general con- 
dition. The operation, in cases amenable to surgery, 
consists of resection of the aneurysm and the res- 
toration of vascular continuity with a graft, which 
may be either human or synthetic. Human grafts 
obtained from young subjects afford the greatest 
measure of security at the present time, but syn- 
thetic grafts, because of the ease with which thev 
can be fabricated and stored, seem to be the pros- 
theses of the future. Resection brings up the prob- 
lem of clamping above and below the aneurysm 
while the excision is being carried out and the 
necessary anastomoses are being made. The conse- 
quences of the clamping and the surgical technique, 
described in detail in the original article, depend 
on whether the aneurysm is subrenal—the com- 
moner type—or subdiaphragmatic. The authors’ per- 
sonal statistics cover 16 patients treated by excision 
and grafting since 1951. Three patients died, 1 dur- 
ing operation as the result of a tear in the vena cava, 
1 on the 15th postoperative day as the result of a 
massive pulmonary embolism, and 1 in the 2nd 
month after operation as the result of rupture and 
hemorrhage due to the elimination of an Ivalon 
graft. The results in the other 13 patients, 11 of 
whom have lately been seen at follow-up, were 
excellent; some of the patients have even gone 
back to work. 


Simultaneous Primary Resection and Thoracoplasty 
for Pulmonary Tuberculosis: A Review of 87 Cases. 
A. Stranahan, T. S. Reeve, R. D. Alley and others. 
New York J. Med. 58:1297-1300 (April 15) 1958 
|New York]. 


The authors report on 40 male and 47 female 
patients with pulmonary tuberculosis who under- 
went primary pulmonary resection with simulta- 
neous modified thoracoplasty and who were studied 
postoperatively. Three patients had a pneumonec- 
tomy, 32 had a right upper lobectomy, 30 had a 
right upper lobectomy and resection of other seg- 
ments, 11 had a left upper lobectomy, 4 had a left 
upper lobectomy and resection of other segments, 
6 had a segmental resection, and 1 had a wedge 
resection. Thoracoplasty was felt to be necessary in 
only 7 patients on whom a less extensive resection 
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than lobectomy was performed, because in most of 
the patients the remaining lung adequately filled 
the space after the resection. Most of the patients 
were in the 3rd and 4th decades of life. Patients, 
aged less than 30 years, rarely require thoraco- 
plasty, since the young elastic lung readily fills the 
space after resection. The modified thoracoplasty 
consisted of excision of the second and third ribs 
subperiosteally to the transverse processes of the 
vertebra. By limiting this resection to relatively 
short posterior segments, excessive paradoxical 
motion of the anterior chest wall was prevented. 
Severe postoperative complications occurred in 3 
patients; 1 of these had a severe hemorrhage the 
evening after the operation, which was controlled 
by ligation of a bleeding intercostal artery; the 
second patient had a nontuberculous empyema re- 
quiring thoracotomy drainage; and a bronchopleu- 
ral fistula with tuberculous empyema occurred in 
the third patient, which was resolved by pneu- 
monectomy. None of the 87 patients died in the 
postoperative period, and all were alive at the time 
of a recent follow-up examination. None of the 
patients had spread or reactivation of their disease. 
Sputum remained or became negative within 1 
month of the resection in 82 (94%) of the 87 patients. 

These data show that the combined surgical pro- 
cedure was tolerated well and carried a low mor- 
bidity. By eliminating a second-stage operation, 
the patients were not only benefited economically 
but were also spared the psychological trauma of 
multiple surgical procedures. The decision to per- 
form a simultaneous thoracoplasty on patients 
undergoing resection was based on such factors as 
the extent of resection, preoperative pulmonary 
function tests, observed elasticity of the remaining 
lung tissue, and general condition of the patient. 
Carefully modified thoracoplasty is free of many 
of the objections cited by other workers and ob- 
tains a satisfactory space-filling defect. Objections 
to the double procedure are not substantiated by 
the authors’ results, which show that this combined 
operation is a valuable procedure in the treatment 
of patients with pulmonary tuberculosis, and in se- 
lected cases it is held to be the procedure of choice. 


An Analysis of Adult Skeletal Tuberculosis. E. M. 
LaFond. J. Bone & Joint Surg. 40A:346-364 (April) 
1958 [Boston]. 


Of 143 men and 87 women with proved active 
skeletal tuberculosis who were admitted to the 
Glen Lake Sanatorium in Oak Terrace, Minn., be- 
tween 1928 and 1946 before streptomycin and the 
other new antituberculosis drugs were available, 
4 were lost to follow-up and 226 were followed to 
Jan. 1, 1953. Sixty men (42%) were aged less than 
34 years, and 53 (37%) were between 35 and 40 
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years. The commonest sites of location of tubercu- 
losis were the major weight-bearing joints, espe- 
cially in the axial skeleton. The lesions were usually 
of advanced extent and were often associated with 
other tuberculosis conditions, especially pulmonary 
tuberculosis, other skeletal foci of tuberculosis, and 
genitourinary tuberculosis; some patients had a 
history of pleural effusion, of abscesses, and of 
sinus drainage. During the 6-to-25-year follow-up 
period 106 patients died of tuberculosis and 25 died 
of other causes, a total mortality rate of 57%. Of 
148 patients who left the sanatorium alive, 57 (39%) 
had relapses. Among the factors which proved to 
be statistically significant in relation to an increased 
mortality rate were the location of the lesion in the 
sacroiliac joints, the extent of the lesion, the pres- 
ence of multiple skeletal foci, and the presence of 
pulmonary tuberculosis. 

An attempt was made to determine what effect, 
if any, streptomycin had on tuberculous osteomye- 
litis by comparing the results obtained in the 230 
patients in this series with those in 196 patients 
with skeletal tuberculosis treated with streptomycin 
at Veterans Administration hospitals and in a 
smaller series of 21 patients treated with strepto- 
mycin at the Glen Lake Sanatorium between 1947 
and 1952. Among the patients not treated with 
streptomycin, those with minimal lesions showed 
the most favorable healing or the shortest time of 
healing (8.7 months). The result of streptomycin 
treatment in all the patients receiving this anti- 
biotic was to convert their more severe lesions to 
minimal lesions. The effect of streptomycin on the 
osseous component of tuberculosis is slight but 
definite. 


Acute Appendicitis. J. A. Campbell and D. C. Me- 
Phail. Brit. M. J. 1:852-855 (April 12) 1958 [Lon- 
don]. 


The authors report on 243 male and 306 female 
patients, between the ages of 12 and more than 60 
years, who were admitted to the Royal Infirmary 
of Edinburgh with a diagnosis of acute appendi- 
citis that was confirmed on surgical intervention. Of 
the 549 patients, 352 (62%) were aged less than 30 
years, and only 29 (5%) were aged 60 years or over. 
No patient was treated conservatively. In 441 pa- 
tients (80.3%), the operation was carried out before 
the infection had spread beyond the appendix, but 
in the remaining 108 (19.7%), drainage of the area 
was necessary. It was found that the incidence of 
complicated appendicitis increased in the patients 
of advanced age, and that this was not solely due 
to delay in diagnosis but also to the more fulminat- 
ing process in these patients. The classic textbook 
description of appendicitis was not often met with, 
and the incidence of atypical cases was high. It is 
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important to suspect appendicitis in all patients 
with abdominal pain irrespective of age. The 
characteristic breath fetor and furred tongue were 
present in 284 (64.5%) of the 441 patients and in 106 
(98.1%) of the 108 patients; if associated with much 
vomiting or diarrhea, these signs suggested that 
the infection had already spread beyond the ap- 
pendix. Local tenderness over the inflamed ap- 
pendix, usually in the right quadrant of the abdo- 
men, proved to be the most important sign; it may 
even be the only sign, but, on the other hand, it 
may be absent in the very obese patients or in 
those of advanced age. No reliance should be 
placed on the pulse rate or the temperature for the 
early diagnosis of appendicitis. If there is a rise of 
temperature in the patient of advanced age, the 
infection has almost certainly spread beyond the 
appendix. 

Six of the 549 patients died, an over-all mortality 
rate of 1.08%. Only 1 of the 441 patients in whom 
the infection was confined to the appendix died, a 
mortality rate of 0.23%. The other 5 patients who 
died belonged to a group of 44 patients with gen- 
eralized peritonitis, which contributed to the fatal 
outcome. None of the 39 patients with perforated 
appendicitis with abscess formation died, despite 
the fact that the number of patients in this group 
was almost the same as the number with general- 
ized peritonitis. If the operation is carried out while 
the infection is confined to the appendix, the mor- 
tality is at the irreducible minimum for any surgical 
procedure. In patients in whom the appendicitis 
has progressed to abscess formation, it is safer to 
operate and to drain the abscess. If the appendix 
presents, it should be removed, but if appendec- 
tomy is difficult and would require some dissection, 
the abscess should be drained. Early diagnosis and 
prompt surgical treatment are still the most im- 
portant principles in dealing with this, the most 
common surgical emergency. 


Mucormycosis of the Bronchus Successfully Treated 
by Lobectomy. M. L. Dillon, W. C. Sealy and B. F. 
Fetter. J. Thoracic Surg. 35:464-468 (April) 1958 
[St. Louis]. 


The authors report on a 20-year-old woman with 
diabetes mellitus of 5-year duration, the second 
patient in whom the diagnosis of mucormycosis 
was made during life. She had suffered attacks of 
diabetic coma and acidosis. A chest roentgenogram 
taken the day of admission showed consolidation of 
the lower field of the right lung. During the first 
week in the hospital, her diabetes was well con- 
trolled, and she began coughing up foul-smelling, 
purulent sputum. Fluoroscopy revealed an air-fluid 
level in the right lower lung field which persisted 
for 30 days without change. Bronchoscopy on the 
5th and 12th hospital days revealed granulation 
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tissue obstructing the distal portion of the bron- 
chus intermedius. Biopsies of specimens from the 
area showed chronic inflammation of the wall of 
the bronchus. The surface was covered by a layer 
of necrotic tissue and fibrinopurulent exudate, in 
which one could see many broad, irregular, nonsep- 
tate hyphae, which were basophilic and readily 
visible in routinely stained tissue. After the second 
bronchoscopy, the patient’s condition became worse, 
with daily elevations of temperature ranging from 
38 C (100.4 F) to 39 C (102.2 F). On the 30th hos- 
pital day a lobectomy was performed on the middle 
and lower lobes of the right lung with the aid of 
general anesthesia. The patient did well and became 
afebrile on the 7th postoperative day. Serial ex- 
posures after the operation showed the left lung 
and the upper lobe of the right lung to be expanded 
well. Gross examination of the surgical specimen 
showed a large abscess containing 30 to 40 cc. of 
sanguinopurulent material in the lower lobe, with 
atelectasis and consolidation of the middle lobe. 
Microscopic examination of sections through the 
bronchus intermedius and adjacent lymph nodes 
showed marked necrosis of the bronchus with in- 
filtration of the bronchus by nonseptate hyphae. 
The patient was discharged on the 34th postopera- 
tive day. Her diabetes was controlled by diet and 
insulin, and a vaccine made from Candida albicans 
and Mucor was given 3 times a week. 

From similar patients, previously reported, it is 
apparent that a preexisting severe illness is neces- 
sary for the establishment of pulmonary mucormy- 
cosis. Diabetes mellitus with acidosis and coma 
was the predisposing factor in reducing resistance 
to infection in this patient. With the marked inflam- 
matory reaction and destruction of the bronchial 
wall, obstruction was produced. This then favored 
the development of a bacterial abscess distally. 
The principal factor necessary to effect a cure was 
control of the diabetes mellitus; removal of the 
nonaerated destroyed lung was a second essential 
factor, for this removed an area that harbored an 
infection and made control of the diabetes possible. 
The limitation of the fungus infection to the bron- 
chus, followed by normal healing of the bronchial 
stump, was considered to be due to the rigid control 
of the patient's diabetes. The fungus was not grown 
from this patient, possibly because the number of 
fungi were few as compared with nonhemolytic 
Micrococcus pyogenes var. aureus and Neisseria 
sicca grown from the sputum. The fungus in the 
tissue was confined to a small segment of the bron- 
chus and would surely have grown if a portion of 
the bronchus had been used as inoculum. Phy- 
comycetes are readily recognized in tissue sections 
by the masses of nonseptate hyphae and, when in- 
vasive into the tissue, may be considered patho- 
genic. 


Vol. 167, No. 12 


Neurilemoma Involving Bone. M. S. Hart and W. C. 
Basom. J. Bone & Joint Surg. 40A:465-468 (April) 
1958 [Boston]. 


The authors report on a 46-year-old man with 
neurilemoma of the femur. While the patient was 
playing baseball, his right lower extremity collapsed 
under him in a deformed position. He was in severe 
pain and was immediately taken to the hospital. 
Roentgenograms revealed a long oblique fracture 
of the upper third of the right femur with a fairly 
sharply demarcated cystic-like area in the line of 
the fracture. An open reduction was done. The 
cystic area, which was about 3 cm. in greatest 
diameter, was situated at the nutrient foramen. 
yellowish-gray, encapsulated dumbbell-shaped 
tumor, extruding through the cystic area and dis- 
torting the adjacent soft tissues and muscle, was 
dissected with relative ease. The greater portion 
of the tumor, which measured about 8 cm. in diam- 
eter, was adjacent to the muscle belly of the vastus 
intermedius. A nerve trunk could be seen entering 
the tumor on its superior medial aspect. The patient 
had an uneventful postoperative course, and follow- 
up observations revealed no evidence of recurrence. 

On sectioning the operative specimen, there was 
found distinct lobulation of the tissue, with fibrous 
trabeculations separating yellowish-gray, firm tissue, 
but there were many various-sized cystic areas, 
measuring up to 2 cm., scattered throughout. These 
were filled with a thin, slightly blood-tinged, mucoid 
fluid. The cystic linings were smooth, A small nerve 
could be identified at 1 pole of the mass; this 
blended into the tumor. Microscopic examination 
of multiple sections showed interlacing strands of 
cells with elongated nuclei, often arranged in 
gentle whorls and sometimes showing typical pali- 
sading of the nuclei. In addition, there were typical 
Verocay bodies. Scattered, thick-walled vessels 
were interspersed throughout the sections, and 
there were delicate strands of connective tissue 
which produced the lobular pattern. From the 
location of the neurilemoma, it is believed that this 
tumor arose from a nerve which entered with the 
nutrient vessel of the bone, producing a destructive 
lesion at the nutrient foramen which resulted in a 
dumbbell-shaped tumor. As such, the lesion could 
be classified as an intramedullary neurilemoma of 
the femur. 

A neurilemoma is a true benign nerve-sheath 
tumor. It apparently occurs rarely within bone, 
although it is fairly common in peripheral, cranial, 
and sympathetic nerves. It may arise from any 
nerve or nerve root that has a sheath of Schwann 
and is usually fairly solid. There is a distinct cap- 
sulation of a neurilemoma in contrast to a neuro- 
fibroma. As the lesion enlarges, cystic changes are 
characteristic. The lesion rarely recurs if completely 
excised. 
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NEUROLOGY & PSYCHIATRY 


The Tuberous Sclerosis Complex. R. M. Cares. J. 
Neuropath. & Exper. Neurol. 17:247-254 (April) 
1958 [New York]. 


Tuberous sclerosis or Bourneville’s disease is a 
rare condition of infancy or youth, with the triad 
of retarded mental development, convulsions, and 
sebaceous adenomas of the face. When skin lesions 
are absent, as in 50% of all cases, clinical diagnosis 
becomes difficult. The case presented was clinically 
confused with postpertussis encaphalitis from the 
7th month until the patient’s death at the age of 25 
years. Autopsy disclosed, besides the typical brain 
changes, hitherto undescribed pulmonic and splenic 
hamartomas. Delineation of the cerebral lesions 
was facilitated by utilizing ultraviolet rays. The 
involvement of numerous organs and tissues sup- 
ported Moolten’s concept of disseminated hamar- 
tomatosis as the basis of tuberous sclerosis. The 
systemic nature of this condition was well borne out 
by the existence of hamartomas in lungs, liver, 
spleen, kidneys, and adrenals, together with bony 
dysplasias of the skull and of 1 hand. Sebaceous 
adenomas of the face were not found, although an 
undetermined facial rash had been noted 12 years 
before. The hamartial tumor most commonly de- 
scribed as accompanying tuberous sclerosis, the 
cardiac rhabdomyoma, was absent in this case. An 
abundance of hamartial lesions and dysplasias ex- 
isted in other areas: the thickened calvarium; bony 
asymmetry of the hands; lipomesenchymal tumors 
of the liver, kidney, and adrenals; hemangioma of 
the splenic pulp; and the hitherto undescribed pe- 
culiar miliary alveolar dysplasias in the lungs. Vas- 
cular malformation affected branches of the renal 
artery in a manner resembling cerebral vascular 
malformations. There was thus abundant evidence 
of the systemic nature of various tissue dysplasias 
in the tuberous sclerosis complex, which may be 
best expressed by the term “hamartoma” coined by 
Albrecht in 1904 from “hamartenein,” i. e., to err. 


An Evaluation of Thymectomy in Myasthenia 
Gravis. J. A. Simpson. Brain 81:112-144 (March) 
[Part 1] 1958 [London]. 


Ten years ago it was generally accepted that the 
myasthenic response indicates 1 of 3 possible 
“chemical lesions” at the neuromuscular junction: 
(1) insufficiency of acetylcholine, (2) excess of 
cholinesterase, or (3) a “curariform” block of trans- 
mission, presumably due to a substance carried in 
the blood. More recently the logical 4th possibility 
of an abnormality of the motor end-plates of muscle 
has been postulated. It is difficult to implicate the 
thymus in any “chemical pathology’ of myasthenia 
gravis with the possible exception of the neuro- 
muscular block theory. The evidence for causal 
relationship is of 2 types: 1. Thymic extracts may 
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have neuromuscular blocking properties. 2. Opera- 
tive removal or radiotherapeutic destruction of the 
gland is followed by significant improvement in 
patients with myasthenia gravis. The author reviews 
evidence of the second type. The cases diagnosed 
as myasthenia gravis at the National Hospital for 
Nervous Diseases in London since 1934 were scru- 
tinized, and an attempt was made to trace survivors 
and to determine the fate of those who had died. 
Most of the patients seen after 1941 were subjected 
to thymectomy. Four hundred four cases were 
available for study. All the patients were traced 
except 12 who were operated on and 18 who were 
not subjected to surgery. There were 47 patients 
with thymic tumor. 

The study revealed that there is a substantial 
chance of improvement after thymectomy in all 
cases. The saving in life is greatest, when the dura- 
tion of the myasthenia is less than 5 years and no 
thymoma is present. After 7 years from the onset 
considerable improvement after operation is less 
likely, although it may occur, but the risk of death 
from myasthenia is less whether or not the patient 
is operated on. Improvement occurs in both sexes 
and the ultimate distribution of categories is the 
same, but the extent of improvement is most sig- 
nificant in women, as they would otherwise have a 
poorer prognosis than men. The prognosis for life 
remains poor if a thymoma is present, although pre- 
operative radiotherapy may be benificial. Only 1 
patient in 3 survives, but the improvement in my- 
asthenia may then be as great as in nontumor cases. 
The maximum improvement occurs in patients who 
first show symptoms at an earlier age and who have 
their operation younger than the average, but the 
difference is insufficient to influence the selection 
of patients for operation. Death from myasthenia 
is more probable in patients requiring large doses 
of neostigmine, but, if they survive, the ultimate 
category after operation is not influenced by the 
preoperative severity. 


Neurologic Complications in Sarcoidosis. B. de F. 
Olivarius. Ugesk. lager 120:434-437 (April 3) 1958 
(In Danish) [Copenhagen]. 


The course in sarcoidosis can be benign with dis- 
appearance of the neurological manifestations in 
weeks or months. The prognosis is most uncertain 
as soon as there are signs of parenchymal damage 
to the central nervous system. Even though there 
have been described cases of this kind in which the 
symptoms have wholly receded, slight neurological 
residual symptoms often remain. Sarcoidosis can 
affect all parts of the central nervous system and 
appear as a meningitis, a meningoencephalitis, a 
polyneuritis, or a mononeuritis, with all transitions 
from disseminated pictures to signs of circum- 
scribed tumor-like forms, and can present difficul- 
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ties in differential diagnosis. Diabetes insipidus was 
a prominent feature in 32 out of 136 cases of sar- 
coidosis with neurological complications reported 
in the literature. From 1944 to 1956, 10 patients 
with sarcoidosis in the central nervous system were 
admitted to the neuromedical department of the 
Rigshospital. When the diagnosis of sarcoidosis is 
borne in mind in vague cases of subacute-sub- 
chronic meningoencephalitis, it will probably be 
found that neurological complications in sarcoidosis 
are not as infrequent as formerly assumed. Since 
the etiology of sarcoidosis is unknown, treatment 
is symptomatic. Treatment with steroids of the 
adrenal cortex seems to give the best hope of im- 
provement of the prognosis. Two typical cases are 
described, which also illustrate the apparently 
favorable effect of corticotropin (ACTH) and Meti- 
corten on the neurological manifestations. 


GYNECOLOGY & OBSTETRICS 


Myeloid Leukaemia Presenting with Postmeno- 
pausal Bleeding. B. A. Thompson. Irish J. M. Sc. 
6:191-192 (April) 1958 [Dublin]. 


During the course of anemia signs and symptoms 
may arise indicating involvement of almost any 
organ in the body, because leukemic infiltration 
may appear in any tissue. The author presents the 
history of a 56-year-old woman who complained of 
vaginal bleeding of 2 months’ duration. The loss of 
blood was persistent but small in amount. It was 
accompanied by a profuse vaginal discharge. Re- 
cently the patient had had some frequency and pain 
on micturition and for several days had had lower 
abdominal pain. Her family physician had been 
treating her with penicillin and sulfonamides on 
account of pyrexia during the previous 10 days. 
Until the onset of these symptoms she had been in 
good health. Her menstrual history had been un- 
eventful, terminating in menopause at age 50. 
There was a considerable area of ulceration of the 
anterior vaginal wall in its upper third. There were 
isolated ulcers in both lateral fornices and near the 
urethra. These ulcers had a necrotic surface and an 
indurated edge and bled readily to the touch. Ex- 
amination of the blood revealed myeloid leukemia. 
The patient’s condition deteriorated despite blood 
transfusion. The vaginal bleeding continued, but 
there was no bleeding from any other site. She died 
2 weeks after admission. Primary gynecologic mani- 
festations of leukemia are rare, but the author points 
out that in 3 cases reported by Wheaton in 1952 
myeloid leukemia was associated with menorrhagia; 
this is in contrast to Whitby and Britton’s state- 
ment that amenorrhea is common. The author also 
mentions reports of 2 patients in whom there was 
uterine infiltration and in whom postmenopausal 
bleeding was the presenting symptom of leukemia. 
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PEDIATRICS 


Serum-Lipids and Blood-Sugar Levels in Childhood 
Diabetes. O. H. Wolff and H. B. Salt. Lancet 1:707- 
710 (April 5) 1958 [London]. 


Although it is generally accepted that the lipo- 
protein level of the serum rises before the develop- 
ment of atheroma, it has not been proved that the 
rise causes the disease; nor is there any agreement 
about the precise lipoprotein fraction or fractions 
that are increased before atheroma develops. In 
diabetes mellitus there is a tendency for arterial 
disease to develop prematurely, leading to occlu- 
sive coronary disease, retinopathy, or nephropathy, 
but it is uncertain to what extent these complica- 
tions are preventable by strict diabetic control. The 
authors made a study of the levels of lipids and of 
lipoproteins in the serum of 35 children attending a 
diabetes clinic. The diabetic regimen included a diet 
wherein only the carbohydrate was regulated, but 
an ample supply of carbohydrate was allowed, 
namely, 200 to 250 Gm. for a child aged 8 to 10 
years. All the children received a single injection 
of insulin-zinc suspension 20 to 30 minutes before 
breakfast. Blood for analysis was taken at a routine 
monthly visit to the clinic, neither parent nor child 
knowing beforehand that any special test would be 
applied. The clinic took place in the afternoon; 
hence the blood was obtained 2 or 3 hours after the 
main meal, which contained 50 to 70 Gm. of carbo- 
hydrate. This explains why in many patients the 
blood sugar level was high, even though the patients 
were free from diabetic complications, and routine 
examinations of urine in the patients’ homes every 
morning and night usually indicated good or fair 
diabetic control. 

The blood specimens were analyzed for the levels 
of sugar in the blood and for the levels of total 
lipid, lipoprotein-lipid in 3 electrophoretic fractions, 
cholesterol, esterified fatty acid, and phospholipid 
in the serum. The mean levels of beta-lipoprotein 
lipid, cholesterol, and esterified fatty acid in the 
serum were significantly higher in the children with 
blood sugar levels above 200 mg. per 100 ml. than 
in those with levels below 200 mg. per 100 ml. A 
progressive rise of beta-lipoprotein level in the 
serum was observed with a rising blood sugar level. 
In 3 hitherto untreated patients with only moderate 
or slight ketosis, the initial levels of serum lipid 
were high, the rise being largely due to the beta- 
lipoprotein fraction. Under treatment with insulin, 
as the blood sugar level fell, the level of beta- 
lipoprotein in the serum also fell; in 2 patients it 
reverted to normal. One girl, with long-standing 
diabetes, had a high level of total lipid and beta- 
fraction in her serum when admitted in coma. Her 
recovery was complicated by gangrene and periph- 
eral neuritis. Four months after the coma, when the 
complications were still present, her serum lipo- 
protein pattern was within the normal limits when 
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the blood sugar level was near normal. In this case 
the serum lipid abnormality preceded the develop- 
ment of arterial disease but remained reversible 
despite the persistence of complications. The results 
support a hypothesis that hyper-beta-lipoprotein- 
emia develops whenever insufficient carbohydrate 
is available for metabolic needs. The high levels of 
beta-lipoprotein and cholesterol in the serum re- 
semble those known to precede the development of 
atheroma in nondiabetic persons. Although the 
increased amount of betta-lipoprotein has not been 
proved to cause the early development of arterial 
complications in juvenile diabetics, the facts strong- 
ly suggest the desirability of maintaining normal 
serum lipid patterns. 


Influence of Fasting on the Immunological Reac- 
tions and Course of Acute Glomerulonephritis. 
J. Brod, L. Pavkova, V. Fencl and others. Lancet 
1:760-763 (April 12) 1958 [London]. 


Fasting has proved to be one of the most effective 
means of treating acute glomerulonephritis. The 
acute manifestations, such as reduction of glomeru- 
lar filtration rate, hypertension, and edema, rapidly 
subside after fasting. An autoallergic vascular re- 
action is assumed to be the cause of acute glomeru- 
Jonephritis. The authors investigated whether fast- 
ing interferred with the capacity to produce an 
autoallergic reaction. Many victims of concentra- 
tion camps, who had previously had allergies, lost 
them during their period on a semistarvation diet. 
The autoallergic reaction in acute glomerulonephri- 
tis is accompanied by a raised serum titer of certain 
agglutinins (collodion agglutinins), which may rep- 
resent antikidney antibodies. The authors studied 
the change of the titer of these agglutinins in the 
course of therapeutic fasting in acute glomerulo- 
nephritis and compared the course of these changes 
with the course of the main clinical and functional 
manifestations of glomerulonephritis. The patients 
investigated were treated with enforced strict bed 
rest. Fasting was usually started 24 hours after ad- 
mission. During the first 24 hours in hospital, the 
patient was kept on a light diet, and basal data on 
his renal functions and (in most cases) collodion 
agglutinins were obtained. The period of fasting 
lasted 60 hours; the patients received neither food 
nor fluid, except 100 ml. of unsweetend fruit juice 
a day. 

When the 60-hour period was over, the patients 
were put on a semistarvation diet, consisting main- 
ly of fruit and vegetables and yielding no more 
than 500 calories, which was continued until all 
signs of the acute vascular reaction (reduced glo- 
merular filtration rate, hypertension, and edema) 
had subsided. Children who served as controls were 
kept in bed and were given the light diet custom- 
arily used in glomerulonephritis, but they did not 
fast. From the first day of the treatment the glo- 
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merular filtration rate was estimated by the clear- 
ance of endogenous creatinine in 4-hour periods 
throughout the whole period of observation. Daily 
Addis counts of the urinary deposit were made. 
Blood pressure and fluid balance were measured 
daily, and the titer of the collodion agglutinins was 
estimated. The 29 patients with acute glomerular 
nephritis who were subjected to the fasting treat- 
ment included 25 children, between 5 and 15 years 
of age, and 4 adults. In the fasting group, the agglu- 
tinin titer, blood pressure, and glomerular filtration 
rate all returned to normal significantly sooner than 
in the controls. In 3 patients with normal initial 
agglutinin titers, fasting did not shorten the illness. 
The authors believe that fasting reduces the severi- 
ty of the antigen-antibody reaction responsible for 
acute glomerulonephritis and should be an essential 
part of the treatment. 


Familial Congenital Cirrhosis of Liver Due to ABO 
Blood Incompatibility. H. Garcés, E. Rosenblut, J. 
Bauza and A. Guzman. Rev. chilena Pediat. 28:503- 
507 (Dec.) 1957 (In Spanish) [Santiago, Chile]. 


The patient was a l-month-old infant. Her par- 
ents, who were first cousins, had never received a 
blood transfusion. They had 8 children, all of whom 
but 1, who was slightly premature, were born 
apparently normal at full term. Five of the infants, 
including the premature infant, showed moderate 
jaundice since the third day of birth, moderate 
anemia, and a rapidly progressive disease of the 
type of obstructive jaundice secondary to hemolytic 
disease of the newborn with marked hepatomegaly, 
splenomegaly, passage of dark urine, pale stools, 
and rapid aggravation. The infants died between 
the ages of 12 days and 2 months with a clinical 
diagnosis of cirrhosis of the liver. Two children are 
living and are normal at the ages of 9 and 4 years 
respectively. The older child has moderate hepa- 
tomegaly, otherwise, she is normal. The patient 
had a disease of the same type as the infants who 
died. A clinical diagnosis of cirrhosis of the liver 
was made. Inasmuch as hemolytic disease of the 
newborn was suspected as the cause of the disease, 
blood-group determinations were made in the fam- 
ily with the following results: The blood of the 
father and of the patient was of group A; the blood 
of the mother and of the 2 children who are living 
was of the O group. The blood of the mother con- 
tained a very high titer of anti-A agglutinins. In the 
blood of the patient there was no erythroblastemia, 
and the Coombs direct test gave negative results. 
Aggravation rapidly occurred, and the infant died. 
Autopsy confirmed the clinical diagnosis of cirrhosis 
of the liver of the type caused by obstructive jaun- 
dice secondary to hemolytic disease of the newborn. 
The authors believe that cirrhosis of the liver from 
blood incompatibility between the mother and the 
infant is caused as follows: The mother becomes 
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sensitized during pregnancy because of the different 
blood group of the fetus. The antibodies formed in 
the blood of the mother produce acute hemolysis of 
the erythrocytes in the blood of the infant, with 
consequent hyperbilirubinemia, thickening of the 
bile, precipitation of biliary pigments in the intra- 
hepatic bile ducts, obstruction of the bile ducts, a 
reaction of interstitial fibrosis of the hepatic cells 
and damage to the cells, and finally cirrhosis of the 
liver. 


OPHTHALMOLOGY 


Infantile Cerebroretinal Lipidosis (Tay-Sachs Dis- 
ease). S. Gartner and M. Bronstein. A.M.A. Arch. 
Ophth. 59:584-589 (April) 1958 [Chicago]. 


This study concerns the type of lipidosis which 
occurs in infants, in whom swelling of specific nerve 
cells with granules of a lipid nature exists in the 
central nervous system and the retina. In the retina 
the specific portion that is involved is limited to the 
ganglion cell. This ganglion-cell lipidosis is not con- 
fined to the macula but involves ganglion cells of 
the entire retina. The term “cerebromacular degen- 
eration, which has been used for this disease, is 
therefore erroneous. Amaurotic familial idiocy de- 
scribes the effect of the: disease, resulting from 
extensive degeneration of the central nervous sys- 
tem. The term “Tay-Sachs disease” appropriately 
denotes the original investigators. However, in view 
of our present knoweldge, the name “infantile 
cerebroretinal lipidosis” seems more appropriate. 
Nineteen previously described cases of infantile 
cerebroretinal lipidosis, in which autopsies have 
been performed and eyes have been examined post 
mortem, were identified by such names as the in- 
fantile form of amaurotic idiocy, Tay-Sachs disease, 
and cerebromacular degeneration. Five additional 
cases of infantile cerebroretinal lipidosis studied 
histologically at Montefiore Hospital, New York, 
form the basis of this report. The diagnosis in each 
case was verified at complete autopsy. The eyes 
were sectioned at the eye laboratory. 

Infantile amaurotic familial idiocy is usually re- 
stricted to infants of Jewish extraction, as were 4 of 
the 5 in this report. There is a familial tendency. 
Consanguinity plays a part. Onset is about 4 to 6 
months of age. There is deterioration of mental 
processes, blindness, and progressive weakness. 
About 12 to 18 months is the usual period of sur- 
vival. The period of survival plays a major role in 
determining the anatomic changes in the retina. In 
3 patients described who survived less than 13 
months, there was swelling of some of the retinal 
ganglion cells, alongside many normal neurons. 
Ballooned cells were noted throughout the retina, 
but they were best seen at the macula where they 
are most numerous. Autopsies in these cases of brief 
survival revealed similar swelling of cerebral 
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ganglion cells and atrophy of the remaining central 
nervous system. Retinal ganglion-cell disintegration 
was more advanced in the remaining 2 patients, with 
survival of 19 and 34 months respectively. In the 
more protracted case ganglion-cell destruction was 
almost complete. Thus, diseased ganglion cells in 
infantile cerebroretinal lipidosis progress from an 
early stage of swelling to complete disintegration. 


Lipemia Retinalis: Report of a Case in a Diabetic 
Child Aged Twenty-Eight Months and Review of 
the Literature. H. W. Laws and E. R. Harpur. 
A.M.A. Arch. Ophth. 59:521-526 (April) 1958 [Chi- 
cago]. 


Lipemia retinalis is a visible ophthalmic mani- 
festation of a profound disturbance in lipid metabo- 
lism. It occurs most frequently in association with 
diabetes concomitant with acidosis. The 28-month- 
old boy whose case is presented here shares with 1 
presented by Koch and Strong in 1947 the distinc- 
tion of being the youngest diabetic with lipemia 
retinalis reported to date. The boy was admitted to 
the Montreal Children’s Hospital in October, 1956. 
He had been well until 3 weeks prior to admission, 
when easy fatigability and refusal to play were 
noted. A week later it was realized that his appetite, 
previously exceptionally good, had diminished, al- 
though he was thirsty and drank up to 2 qt. of 
orange juice daily. He was weak and lethargic and 
had deep sighing respirations not associated with 
respiratory difficulty. He lost weight rapidly and 
became progressively more lethargic until the day 
of admission, when he became difficult to arouse. 
The maternal grandfather was a diabetic at the 
time of his death, and the mother was said to have 
had diabetes at 16 years of age, which was cured 
after 4 years of treatment by diet alone. 

On physical examination the child was pale, 
stuporous, emaciated, moderately dehydrated, and 
markedly hyperpneic. His liver was grossly enlarged, 
reaching almost to the umbilicus. The reflexes were 
diminished. The pupils were dilated but reacted to 
light. Fundus examination revealed all the charac- 


teristics of marked lipemia retinalis equally in the — 


2 eyes. The disks were a creamy yellow-pink, and 
the vessels on the disks and extending into the 
periphery were ivory-colored. Arterioles and venules 
all looked alike and appeared flat and about twice 
the normal width. The retina itself was a pale yel- 
lowish-pink; there were no hemorrhages. The visual 
acuity was not assessable because of the patient’s 
age and the presence of coma. Urine examination 
revealed large quantities of both sugar and acetone. 
The blood had the appearance typical of pro- 
nounced lipemia. Electrophoresis of the plasma 
showed most of the fat to be neutral fat. 
Clearing of the lipemia retinalis began on the 3rd 
day and was first seen in the vessels of the disks, 
which began to assume a pinkish color in the center 
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of the lumen while the walls remained pale. By 
day 4 the pink color of the vessels extended out 
beyond the disk margin, and the general appearance 
of the retina became less yellowish. Between day 6 
and day 7 the peripheral vessels cleared, and the 
whole fundus became almost normal in appearance. 
The child was discharged to the care of his family 
physician after 17 days. When seen again about 5 
months later, he appeared to be in excellent health. 
His eyes appeared normal, his liver was no longer 
palpable, and his diabetes was well controlled on 
15 units of isophane (NPH) insulin daily. 

The authors present a complete list of references, 
comment on attempts made to explain the phe- 
nomenon, and suggest a further explanation—that 
any preponderance of chylomicrons over red blood 
cells will tend to reduce the red color of the smaller 
vessels. If anemia is marked, as in the present case, 
there may be such dilution of the red blood cells as 
almost to nullify any red coloration. This would ex- 
plain why lipemia retinalis is seen first and last in 
the smaller peripheral vessels and in mild cases is 
confined to them. Thus, a rising red blood cell count 
and a decreasing lipemia would account for clear- 
ing the lipemia retinalis. Chylomicron and red 
blood cell counts throughout the illness would 
evaluate this theory. 


THERAPEUTICS 


Phenylbutazone in Small Doses in the Treatment 
of Joint Diseases. E. Jesting, P. Bastrup-Madsen 
and P. Bechgaard. Acta med. scandinav. 106:305- 
314 (No. 4) 1958 (In English) [Stockholm]. 


Phenylbutazone was given to 180 hospitalized 
patients with various joint diseases in Aarhus, Den- 
mark, between 1953 and 1956. Of these, 71 had 
osteoarthritis, 52 had rheumatoid arthritis, 20 had 
atypical arthritis, 9 had gout, and 28 had miscella- 
neous joint diseases. On the first day of treatment 
800 mg. of phenylbutazone was given, followed by 
200 mg. daily for various periods of time. With this 
dose it was possible to maintain a phenylbutazone 
concentration in the blood of 3 to 4 mg. per 100 ce. 
In a few patients, the dose of the drug was in- 
creased to 400 mg. daily for a short period. Admin- 
istration of the drug was continued in the patients 
who showed a satisfactory response; they were dis- 
charged for continued treatment at home when this 
seemed appropriate. The best results were obtained 
in patients with gout, all of whom showed a good 
response to the first course of treatment, which was 
continued until a few days after the subsidence 
of the attack. In 6 of the 9 patients who were 
followed for from 2 months to 2 years, it was pos- 
sible to control all subsequent attacks with the 
drug. Satisfactory response was observed in 24 of 
the 71 patients with osteoarthritis, in 10 of the 52 
patients with rheumatoid arthritis, and in 8 of the 
20 patients with atypical arthritis. In these 3 groups, 
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20 patients were treated for from 4 to 12 months, 
and 16 patients were treated for from 1 to 3 years. 
Good response was also obtained in patients with 
ankylosing spondylitis and arthritis associated with 
psoriasis. Side-reactions to the drug occurred in 27 
patients (15%). Only 3 of these continued treat- 
ment despite the side-reactions. Side-reactions in- 
cluded skin rash, itching, dryness of mouth and 
throat, epigastric pain, nausea, diarrhea, melena, 
and neutropenia, and the length of treatment at the 
time of the occurrence of side-reactions varied from 
1 week to 12 months. Twenty-two of 23 patients who 
were treated continuously with phenylbutazone 
for more than 6 months did not have any discom- 
fort. Granulocytopenia did not occur in any of the 
180 patients. 

The therapeutic results obtained were less good 
than those reported by other workers with a higher 
dose, particularly in patients with rheumatoid ar- 
thritis, but there were less side-reactions. If the 
patients fail to respond to a maintenance dose of 
200 mg., the dose should be increased to 400 mg. 
daily before treatment is discontinued. The main 
rule must be that phenylbutazone should be used 
only in patients with severe joint disease and in 
whom a convincing response is obtained. 


Antibiotic Combinations: Antibacterial Action of 
Plasma of Human Subjects After Ingestion of Peni- 
cilln V or Chloramphenicol or Both. M. Finland. 


C. V. Pryles and W. F. Jones Jr. New England J. 
Med. 258:817-824 (April 24) 1958 [Boston]. 

This paper is another in a series dealing with 
controlled studies of the antibacterial action of 
human plasma after ingestion of antibiotics singly 
and in pairs. It is concerned with the combination 
of penicillin and chloramphenicol. The authors 
show that most observers have demonstrated inter- 
ference (antagonism) of chloramphenicol with the 
antibacterial action of penicillin in vitro and with 
its therapeutic action on experimental infections, 
but others have noted no such antagonism, and 
even synergistic effects have been reported by 
some. The authors describe studies on 6 normal 
young men, each of whom received in random ro- 
tation 5 single oral doses, consisting of phenoxy- 
methyl penicillin (penicillin V) and chlorampheni- 
col given separately in 500-mg. and 1,000-mg. 
amounts and 500 mg. of each drug given together; 
each dose was administered half an hour before 
breakfast, and the interval between doses was 3 or 
4 days. Specimens of plasma from citrated blood 
were collected 1, 2, 5, 8, 12, and 16 hours after each 
dose and were kept frozen at —20 C until used, 
the assays with each test strain being done on all 
the serums at the same time. The tests for the 
antibacterial action of the plasmas and for the sen- 
sitivity of the test organisms were carried out by 
twofold broth-dilution methods, as in the previous 
studies. 
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The 5 test organisms were Streptococcus 98, 
Diplococcus pneumoniae type 2, Staphylococcus 
209P, Escherichia coli, and Klebsiella pneumoniae. 
No evidence of interaction of these antibiotics was 
revealed. A combined dose of 0.5 Gm. of each anti- 
biotic produced activity in the plasma against Str. 
98, D. pneumoniae, type 2, and Staph. 209P that 
was no greater, on the average, than was found 
after a single dose of 0.5 Gm. of penicillin V alone. 
Neither the single doses of 1 or 0.5 Gm. of the 
individual antibiotics nor the combination of 0.5 
Gm. of each enhanced the normal antibacterial 
action of the plasma of 5 of these subjects against 
the test strains of Esch. coli and K. pneumoniae. 
The combined action of chloramphenicol and peni- 
cillin is probably of no clinical significance. 


Vitamin D Intoxication: Report of 2 Cases Treated 
with Cortisone. J. V. Verner Jr., F. L. Engel and 
H. T. McPherson. Ann. Int. Med. 48:765-773 (April) 
1958 [ Lancaster, Pa. ]. 


The authors report on a 71-year-old man and on 
a 69-year-old woman who were given large doses 
of vitamin D by their local druggists without pre- 
scriptions from physicians. The man had been tak- 
ing 200,000 units of vitamin D daily for 1 month, 
and the woman had been taking up to 300,000 units 
of vitamin D daily intermittently for 3 years. Both 
patients showed on admission to hospital severe 
mental confusion, dehydration, polyuria, and hypo- 
potassemic alkalosis. Neither could give a history 
of vitamin D ingestion, but blood chemistry studies 
revealed hypercalcemia, normophosphatemia, hypo- 
potassemia, and azotemia. The patients’ urine 
showed a strongly positive reaction to Sulkowitch’s 
test. Administration of cortisone in doses of 200 mg. 
daily was started on the 10th and the 24th hospital 
day respectively. Clearing of the mental status took 
place in both patients within 48 hours, and the 
calcium serum level was restored to normal in 13 
and 8 days respectively. In the man the hypopotas- 
semic alkalosis persisted, and the patient continued 
to have copious outputs of urine which exceeded 
fluid intake on several days. Marked dehydration 
and a transient hypotensive attack on the 18th 
hospital day were easily corrected by forced ad- 
ministration of fluids and potassium supplements. 
Replacement of fluids and electrolytes in the woman 
led to some improvement in her mental condition 
before the administration of cortisone was started 
and at a time when serum calcium levels were at 
their highest. The response to cortisone was prompt, 
lasting, and free of serious complications in both 
patients. Cortisone is an important addition to the 
therapeutic regimen of the critically ill patient with 
hypervitaminosis D. In addition to its therapeutic 
usefulness, cortisone may be given as a diagnostic 
trial in distinguishing the hypercalcemia of hyper- 
parathyroidism, which is not affected by cortisone, 
from that of other causations. 
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BOOK REVIEWS 


Diagnostic Medical Parasitology. By Edward K. Markell, 
Ph.D., M.D., Assistant Professor of Infectious Diseases, Divi- 
sion of Parasitology and Tropic Diseases, Department of 
Infectious Diseases, School of Medicine, University of Cali- 
fornia, Los Angeles, and Marietta Voge, M.A., Ph.D., 
Assistant Professor of Infectious Diseases, University of 
California, Los Angeles. Cloth. $7. Pp. 276, with 115 illus- 
trations. W. B. Saunders Company, 218 Washington Sq., 
Philadelphia 5; 7 Grape St., Shaftesbury Ave., London, 
W.C. 2, England, 1958. 


Interest in medical parasitology was greatly 
heightened during and immediately after World 
War II and has been sustained by an ever-increas- 
ing volume of travel to and from all parts of the 
world. The appearance, therefore, of this combina- 
tion of textbook and laboratory manual is most 
timely. Stripped to bare essentials, it was designed 
primarily for medica] students to be used either 
when parasitology is presented as an independent 
subject or when it is integrated into courses in 
which various infectious agents are considered in 
relation to organ systems. It should be of great 
value also in training laboratory technologists. 
After a brief introduction the authors discuss host 
relations; stool examinations; intestinal protozoa 
and helminths; parasites of the blood, genitourinary 
tract, and tissues; arthropods; pseudoparasites; 
special diagnostic methods; and stains. The chapter 
on pseudoparasites and pitfalls should be particu- 
larly rewarding to the student. The drawings and 
photographs are excellent, and those dealing with 
malarial parasites are in color. Keys to intestinal 
helminths and to microfilarias are given, and there 
is an index. 


The Treatment of Fractures. Volume III. By Lorenz Bohl- 
er, M.D., Professor of Accident Surgery, University of Vien- 
na, Vienna, Austria. Fifth English edition translated from 
thirteenth German edition by Alfred Wallner, M.D., and 
Otto Russe, M.D., Director of Accident Hospital, Vienna 
XII. Cloth. $21. Pp. 1505-2307, with illustrations. Grune & 
Stratton, Inc., 381 Fourth Ave., New York 16; 99 Great 
Russell St., London, W. C. 1, England, 1958. 


This third volume of a series, an English trans- 
lation from the 13th German edition, apparently 
is in a format similar to that of the two preceding 
volumes. To utilize everything in this book, one 
should have all three volumes, since many refer- 
ences are given to both descriptions and photo- 
graphs in the other volumes. This volume begins 
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with injuries of the knee joint and, as in the previ- 
ous volumes, is divided into sections rather than 
chapters. The author carefully and in great detail 
elaborates on each of these sections, giving an ex- 
cellent anatomic description of the various injuries 
as well as extensive roentgenograms and _ photo- 
graphs. There are so many illustrations that fre- 
quently an illustration is several pages removed 
from the related text. The only difficulty here is in 
following the many illustrations, but this is a minor 
consideration because they do succeed in clarify- 
ing the text. An interesting feature of the author's 
method of presentation is the series of questions 
in each section. These act as a check list to assure 
that everything has been done in logical sequence 
without any essential details omitted. This is val- 
uable if the operator performing these specific re- 
ductions follows the author’s method exactly, but 
there are some areas in which the methods may be 
questioned. The author is adept in the closed treat- 
ment of fractures, and he justifiably stresses its use; 
however, he does give what to him are critical 
criteria for open reductions, and it may be well for 
those who usually perform open reductions to de- 
vote some study to the author’s method of closed 
reduction. The author is also one of the exponents 
of the nonpadded cast, and in his hands the non- 
padded cast is effective. He stresses that such casts 
should be immediately split. Many surgeons have 
attempted to use a nonpadded cast with disastrous 
results, and only those who have had a wide ex- 
perience with it and have followed the author's 
technique in the application of such casts should 
use them. It is agreed that a poorly fitting exces- 
sively padded cast is a poor method of immobiliza- 
tion, but, on the other hand, an improperly applied 
nonpadded cast is also to be avoided. The further 
sections in this volume deal with all fractures and 
injuries from the knee downward. The last section, 
an appendix to the three volumes, discusses the 
teaching, organization, and economic significance 
of traumatic surgery. Statistics dealing with eco- 
nomic loss, financial settlements, and disabilities 
are given in this section, and the organization of a 
fracture service within a large hospital is discussed. 
Many of the photographs included are quite old. 
Perhaps these could be brought up to date. This 
volume, with the two preceding volumes, makes 
an excellent reference book, but it is too detailed to 
be used as a textbook for students. 
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QUESTIONS AND ANSWERS 


CHOLESTEROL VALUES DURING 
PREGNANCY 


To THE Eprror:—What is the average serum cho- 
lesterol level in pregnant women, as compared 
to nonpregnant women of the same age group? 
Does cholesterol appear to serve any special 
need in the pregnant woman or the fetus? 


M.D., New York. 


Answer.—The concentration of serum cholesterol 
increases during pregnancy to a value about 35% 
above the normal adult level, which is approxi- 
mately 200 mg. per 100 cc. The normal level is 
restored about eight weeks post partum. Along 
with the increase of cholesterol, the concentrations 
of phospholipids and neutral fat also rise during 
pregnancy. The cause of this lipidemia is not 
known. It is thought that endocrine factors may 
possibly be involved. It is well known that the se- 
rum cholesterol value for a newborn infant is ex- 
tremely low at birth (about 50 mg. per 100 cc.) 
but increases rapidly, so that within a few days 
it is only 20 to 25 mg. less than the normal adult 
level. This consultant not aware of any “special 
need” served by the increased cholesterol level in 
the pregnant woman. 


RADIOACTIVE IODINE AND EMPHYSEMA 


To THE Eprror:—A 66-year-old man has had em- 
physema for five or six years. Would radioactive 
iodine (I’") help reduce metabolism? What other 
drugs might be of value? 


John C. Hubenbecker, M.D., North Bend, Neb. 


Answer.—Concerning the use of radioactive io- 
dine (I'*') in cases of emphysema, the following 
references should be consulted: Gallaher and co- 
workers (M. A. Georgia 44:515, 1955), Hurst and 
associates (Ann. Allergy 13:393, 1955), and Koel- 
sche and others (J. A. M. A. 166:1541-1545 [March 
29] 1958). Therapeutic results are not as satisfac- 
tory as anticipated. There are a number of drugs, 
however, which may bring about symptomatic re- 
lief. They belong in three categories: 1. Broncho- 
spasmolytic drugs. Epinephrine is given in 1:100 
solution by aerosolized inhalation. By the same 
method, one may use a 2.25% solution of racemic 
epinephrine hydrochloride, 1:200 solution of iso- 
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proterenol hydrochloride, or 1:100 solution of 
phenylephrine hydrochloride. For oral administra- 
tion, methoxyphenamine hydrochloride in tablets 
of 100 mg. or in syrup, a teaspoonful (5 cc.) of 
which contains 50 mg. of this drug, or phenylpro- 
panolamine hydrochloride in capsules of 25 to 
50 mg. may be used. Sublingual administration of 
isoproterenol in tablets of 10 mg. is also effective. 
Suppositories of 0.5 Gm. of aminophylline should 
be tried. Also, it may be of advantage to use simul- 
taneously one of the anticholinergic drugs, such as 
oxyphenonium bromide, penthienate bromide, or 
propantheline bromide. Corticosteroids should be 
used with great caution. Refractoriness to broncho- 
spasmolytic drugs may develop. 2. Cough seda- 
tives and expectorants. Adequate doses of these 
drugs are to be given as circumstances may re- 
quire. Unproductive cough is useless. Its force 
represents aerodynamic trauma to the alveoli and 
to the elastic elements of the lung, and, thus, it is 
bound to exert deleterious influence on these struc- 
tures. Protracted, unproductive cough may not 
only cause but also aggravate emphysema. 3. Anti- 
biotics and other antimicrobial preparations. In- 
fection of the lower respiratory tract should be 
treated so as to eliminate it as a complicating 
factor and this site as a source of cough, broncho- 
spasm, and atelectasis. Finally, mention should be 
made of acetazolamide, which may prove to be 
helpful in ridding the body of accumulated carbon 
dioxide. 


PROPHYLACTIC ANTICOAGULATION 
THERAPY 


To THE Eprror:—Please outline a plan of elective 
(nonemergency) prophylactic anticoagulation 
therapy for a 63-year-old woman who had an 
infarction of the posterior wall of the heart in 
January, 1958. The patient is ambulant, with 
some residual precordial pain on exercise. 


M.D., New York. 


AnsweER.—The drug of choice in this situation is 
one of the orally given preparations, of which there 
are several. The most widely used preparation, a 
coumarin derivative, is bishydroxycoumarin. An- 
other is phenindione, which is not a coumarin de- 
rivative. It is best to use the drug with which one 
has had experience. If therapy is begun with either 
of the two drugs mentioned, the following general 
rules will apply. If the patient is in good condition 
and has had no drug of this sort, the average initial 
dose is 200 to 300 mg. on the first day, given in 
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two doses, and 100 to 200 mg. on the second day, 
depending on the prothrombin level on that day. 
The maintenance dose will depend on the pro- 
thrombin levels. Since it takes approximately 48 
hours to develop the full effect, the prothrombin 
time in 48 to 60 hours will generally represent the 
full therapeutic effect. Of course, a prothrombin 
determination should precede the initiation of the 
treatment. The average maintenance dose is ap- 
proximately 50 mg. daily, but this varies consid- 
erably in different individuals. It may vary from 
25 mg. daily to more than 100 mg. daily. The main- 
tenance dose must be determined by daily observa- 
tion of the prothrombin time until stabilization 
occurs at the desired level. When this is achieved, 
the prothrombin determination may be extended to 
weekly intervals and, if the patient’s condition con- 
tinues to be stable, every two weeks or every four 
weeks. The patient should be cautioned to report 
any suspicion of bleeding, such as excessive bleed- 
ing of the gums in scrubbing the teeth, easy bruis- 
ing of the skin, or signs of blood in the urine. Be- 
fore starting this program, the physician should be 
sure that the liver function of the patient is not im- 
paired. Should the patient develop congestive fail- 
ure, the dosage of the drug should be watched with 
great care. The administration of these drugs to a 
patient with suppression of liver function is an ex- 
tremely hazardous procedure. 


HIRSUTISM IN THE MALE 


To THE Eprror:—A man, aged 24, cannot develop 
body muscles despite exercise. In addition, at 
the age of 14, he had corrective surgery for bi- 
lateral gynecomastia, and about one year after 
the operation hair began to grow so excessively 
and rapidly on both the front and the back of 
his chest that frequent shaving was required. 
Records from a_ hospital previously entered 
showed that at the age of 13 he received tes- 
tosterone injections three times a week without 
success for the treatment of excessively large 
breasts. During this therapy, his voice changed 
and he developed large amounts of axillary and 
pubic hair. The pubic hair is of male distribu- 
tion. Abdominal fat is prominent anteriorly and 
measures about 3 in. between two fingers. The 
patient is distressed about his hirsutism. Please 
give recommendations for treatment. 


Sigmund Falk, M.D., New York. 


ANSWER.—It appears to this consultant that the 
patient is more concerned about his symptoms than 
the symptoms would seem to warrant. A 24-year- 
old man who has already had corrective surgery 
for “enlarged breasts” and is now concerned about 
signs of excessive masculinization (hirsutism) is 
more a candidate for reassurance and, perhaps, psy- 
chotherapy than one for drug therapy. The history 
is essentially one of a youngster with eunuchoid 
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tendencies, possibly improved by previous andro- 
gen therapy. At present, he is still somewhat obese, 
which may be partly endocrinous and partly psy- 
chogenic in origin. Both avenues should be ex- 
plored if the physician believes it to be necessary, 
although simple discussion and reassurance may 
resolve the problem. As far as the hirsutism is con- 
cerned, endocrine therapy is not advised unless 
more important symptoms or signs are discovered 
on further study. From a cosmetic standpoint, 
there is no reason why he cannot continue shaving 
(rather than using any of the other temporary 
forms of hair removal, such as depilatories or 
waxes, or the permanent and tedious removal by 
means of electrolysis) if he is so concerned about 
the “excessive hair.” Again, in the opinion of this 
consultant, a good growth of hair on the chest, 
back, axillas, and pubis should be a comfort to a 
previously eunuchoid male and, as such, should be 
a cherished possession rather than a problem. 


EFFECT OF CIGARETTE 

SMOKE ENVIRONMENT 

To THE Eprror:—A patient advised by his doctor 
not to smoke frequently must often be in an 
environment laden with smoke exhaled by others. 
Would inhalation of this smoke be just as in- 
jurious as if this patient himself were smoking? 

Max Baff, M.D., Worcester, Mass. 


ANSWER.—An environment laden with smoke may 
not be as injurious as inhaling smoke by the patient 
himself; nevertheless, there are a number of indi- 
viduals who have an allergic reaction to some of 
the ingredients of cigarette smoke and who mani- 
fest a similar hypersensitivity to cigarette smoke in 
a room. In addition to the response provoked by 
such substances as nicotine and tars, the carbon 
monoxide in cigarette smoke may be inhaled to a 
sufficient extent to produce symptoms in suscep- 
tible subjects. The best protection in either situa- 
tion is adequate ventilation in the environment. In 
addition, adequate control of etiological factors 
other than cigarette smoke generally permits pa- 
tients of this type to lead a normal social life. 


ANsweER.—The effect of sitting in an environment 
laden with smoke has not been adequately studied. 
When a cigarette is smoked, 35% of the nicotine is 
destroyed at the burning tip; 35% or approximately 
7 mg. of nicotine is lost in the side stream of the 
smoke, and much of this is given off to the envi- 
ronment. Therefore, the effect would depend on 
how many cigarettes were being smoked, how 
much of the smoke was being inhaled secondarily, 
the size and ventilation of the room, and the num- 
ber of persons in the room. Also, there is a wide 
variation in the susceptibility of individuals to 
tobacco smoke. However, most individuals who 
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have ceased smoking for a time shortly after they 
enter a smoke-filled room will complain of irrita- 
tion of the nasal pharynx, and a cough may de- 
velop. 


ANESTHESIA FOR TONSILLECTOMY 

To THE Eprror:—A 25-year-old woman needs a 
tonsillectomy under local anesthesia. She is al- 
lergic to procaine, morphine, penicillin, and bar- 
biturates, as noted in skin and clinical tests. Please 
give information on preoperative and postopera- 
tive medications and _ possible complications. 
What local anesthetic should be used? 


M.D., Michigan. 


Answer.—Drugs to which this patient is sensi- 
tive could easily be avoided without interfering 
with the performance of tonsillectomy under local 
anesthesia. Meperidine hydrochloride, 100 mg., and 
scopolamine hydrobromide, 0.4 mg., administered 
intramuscularly, along with 25 to 50 mg. of pro- 
methazine hydrochloride given orally, one hour 
before the operation, would provide adequate pre- 
operative medication. Once the patient is in the 
operating room, the oropharynx could be sprayed 
with a 1% tetracaine hydrochloride or 5% hexyl- 
caine hydrochloride solution to forestall gagging 
and retching when the local infiltration of the ton- 
sillar fossa is carried out. Any one of these drugs, 
lidocaine hydrochloride, hexylcaine hydrochloride, 
or piperocaine hydrochloride, in a 1% concentra- 
tion, could be used for the local infiltration of the 
tonsil, and it would be preferable to combine this 
with a 1:200,000 concentration of epinephrine in 
order to promote vasoconstriction and to reduce 
bleeding. The control of postoperative pain could 
be nicely managed with meperidine hydrochloride, 
50 to 75 mg., administered intramuscularly every 
three hours, and a dosage of 25 to 50 mg. of pro- 
methazine hydrochloride might be considered for 
its effect in producing psychic sedation, as well as 
for its ability to forestall nausea and vomiting in 
some patients. 


RHEUMATIC FEVER PROPHYLAXIS 


To THE Eprror:—Would sulfamethoxypyridazine be 
acceptable as a prophylactic measure for a sec- 
ondary attack of rheumatic fever? Has it proved 
effective for the “run of the mill” sore throats, 
acute otitis media, and pneumonias seen in gen- 
eral practice where identification of the specific 
organism is not practicable? M.D., Iowa. 


ANSWER.—Sulfamethoxypyridazine would be ac- 
ceptable in prophylactic therapy for a secondary 
attack of rheumatic fever. The work of Stollerman 
at Herrick House showed that it was very effective. 
While it has been used and found effective for the 
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“run of the mill” diseases mentioned, it is not as 
effective as penicillin and other antibiotics. Be- 
sides, it has not been in use long enough for one 
to be sure about the pessible side-effects; reports 
of a few have appeared recently in the literature. 
Naturally, it can give rise to the reactions possible 
with all the sulfonamides. 


TREATMENT OF GONORRHEA CONTACT 

To THE Eprtor:—In the epidemiologic treatment of 
a person with contact to gonorrhea, how long 
after an injection of 1,800,000 units of sterile 
procaine penicillin G with aluminum stearate sus- 
pension and how long after an injection of 
1,200,000 units of benzathine penicillin G is the 
patient protected from subsequent infection with 
either gonorrhea or syphilis? In other words, if 
such a person who has had the above treatment 
is brought back on an epidemiologic basis, what 
length of time may pass before the treatment is 
repeated if subsequent exposures to gonorrhea 
and syphilis have occurred? 


J. Richard Allison Jr., M.D., Columbia, S. C. 


ANSWER.—Sterile procaine penicillin G with alu- 
minum stearate suspension should protect against 
resistant strains of the Gonococcus for four days 
and against susceptible strains for about a week. It 
offers protection against syphilis for a week or 
slightly more. Benzathine penicillin G in the dosage 
mentioned should protect against resistant strains 
of gonorrhea for 10 to 14 days and susceptible 
strains for two to three weeks. This dose should 
protect against syphilis for four weeks. ' 


IRRITATION OF SKIN FROM METALS 
To THE Eprror:—In reference to the answer of the 
question regarding irritation of skin from metals 
in THE Journa., Feb. 1, 1958, page 558, please 
indicate the source of the experimental data lead- 
ing to the conclusion that “the tarnishing of the 
metal arises from the moisture and the sulfur in 
the perspiration, which is in the form of sulf- 
hydryl groups.” 
William R. Buckley, M.D. 
Eastman Kodak Company 
Rochester 4, N. Y. 


The above comment was referred to the con- 
sultant who answered the original question, and 
his reply follows.—Eb. 


To THE Eprror:—An error was made in this answer. 
Sulfur, which is a minor constituent of sweat, 
is present in the form of sulfates. The sulfhydryl 
groups occur in the sweat glands themselves. A 
reference to the latter fact may be found in the 
report of Foraker and Wingo (A. M. A. Arch. 
Dermat. 72:1, 1955). 


